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THE STATUS OF EFFORTS TO TOENTIFY 
PERSIAN GULF WAR SYNDROME, PART I 


MONDAY, MARCH 11, 1996 

House of Representatives, 

Subcommittee on Human Resources and 

Intergovernmental Relations, 
Committee on Government Reform and Oversight, 

Washington, DC. 

The subcommittee met, pursuant to notice, at 10:40 a.m., in room 
2247, Rayburn House Office Building, Hon. Christopher Shays 
(chairman of the subcommittee) presiding. 

Present: Representatives Shays and Davis. 

Also present: Representative Upton. 

Staff present: Lawrence J. Halloran, staff director and counsel; 
Kate Hickey and Robert Newman, professional staff members; 
Thomas M. Costa, clerk; and Cherri Branson and Cheryl Phelps, 
minori^ professional staff. 

Mr. Shays. I’d like to call this hearing to order and note the 
presence of a quorum and thank everyone for coming and partici- 
pating and particularly Mr. Davis for being here to ensure that we 
do have a quorum in the beginning moments. He will have to get 
on his way. 

The problems of Persian Gulf war veterans challenge the Federal 
Government’s capacity to care. Faced with an alarming variety of 
symptoms and possible pathologies, the Department of Veterans 
.^airs and others have, since 1991, undertaken an impressive 
number of studies to explore the illnesses suffered by Gulf war vet- 
erans. 

But, so far, studies lead only to more studies; and clinical data 
jdelds more hypotheses than conclusions. These oversight hearings 
will examine how ongoing efforts to diagnose, treat and compensate 
Gulf war veterans can be more sharply focused £ind more imbued 
with the same sense of urgency with which we committed our 
troops to that war. Without that focus, without that urgency, we 
risk literally studying the problem to death. 

As a Nation, our obligation is to reach reasonable conclusions 
about causal relationships between veterans’ illnesses and their 
service in the Persian Gulf in time to be of help to the living. 

There is valid cause for concern that after 4 years of veterans’ 
complaints and VA study, the research plan is still not coherent, 
treatment protocols are still inconsistent and disability determina- 
tions remain stalled. 

Last month, the President’s Advisoiy Committee on Gulf war 
Veterans’ Illnesses concluded that “inadequate response to specific 

( 1 ) 
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peer review, disregard for the importance of allocating scarce re- 
search dollars to the best-designed studies and inattention to the 
need to communicate effectively with veteran participants are un- 
dermining the effectiveness of the Government’s research efforts.” 
We have asked witnesses from the Presidential Advisory Commit- 
tee as well as the Institute of Medicine to expand on their conclu- 
sions and recommendations regarding a research agenda that will 
produce urgently needed answers in the shortest possible time. 

We will also hear from Gulf war veterans and veterans’ service 
organizations to learn how the VA is responding to their needs. 
Veterans are frustrated. Veterans and their families are anxious. 
They don’t want to wait to know the cause of their symptoms or 
the prospects for treatment. 

But answers come slowly, and veterans are understandably sus- 
picious that the Government may not want to find answers that re- 
fute military dogma or result in billions of dollars in health care 
and compensation costs. 

Our oversight mission is to stand watch over the process to make 
sure nothing compromises our moral obligations to those who 
served. Not potential cost. Not missing medical records. Not bu- 
reaucratic inertia. Not the lack of a single theory of causation for 
diffuse s3Tnptoms. Nothing can be allowed — ^we will do our best to 
make sure that nothing compromises our moral abrogation to those 
who served. 

When we send a truck or tank into battle and it comes back bro- 
ken, we fix it. When we put men and women into hostile physical 
and military environment and they come back sick, we should do 
ever3d;hing in our power to heal the wounds caused by the war. 

I welcome all our witnesses today and look forward to hearing 
their testimony. 

At this time. I’d like to call on Mr. Davis. 

Mr. Davis. I will, so we can move on with the hearing, ask unan- 
imous consent to insert my statement in the record. 

We also have the statement of our colleague, Jim Walsh from 
New York, and ask unanimous consent that his statement be put 
in the record today. 

We have Bill Gleason, one of his constituents, who will be before 
us today. 

[The prepared statement of Hon. James T. Walsh follows:] 

Prepared Statement of Hon. James T. Walsh, a Representative in Congress 
FROM THE State of New York 

I thank my colleague. Chairman Christopher Shays of Connecticut, for allowing 
my statement to be entered into the record, and for hearing my constituent. Bill 
Gleason, who was a Master Gunnery Sergeant serving with Bravo Company, 8th 
Tank Bn., U.S. Marine Corps in Operation Desert Storm. Mr. Gleason brings com- 
pelling testimony before this hearing. He is unique because his unit served their 
last thi^e months amongst the oil fires of Kuwait and he has managed to stay in 
personal contact with ninety eight percent of the tankers he served wim. 

I don’t believe there is any combat unit around today who can say that many 
members have stayed in contact. This has been entirely through the efforts of Bui 
Gleason. He has taken the time to survey the members of Bravo Company as to 
what their ailments are smd what symptoms they have been experiencing since their 
return from Operation Desert Storm. Many say these ailments are connected to 
their eiroosme to chemical elements and environmental pollution during the war. 
I don’t know what the extent of the connection is, but personally I think there’s 
something there. Mr. Gleason has done an extraordinary amount of research and 
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I thought it was important that he testify. It is on this basis that I respectfully re- 
quested that he be allowed to appear before this hearing and present his findings 
which have come to be known to the public as Gulf War Syndrome. Because of what 
Desert Storm veterans did for our nation, we owe them a responsibility that goes 
with the commitment to veterans that our nation has always honored. 

I am gratified that this committee will take a serious look at the symptoms of 
our Desert Storm veterans. I believe their claims should be examined and if their 
ailments are a result of their combat service the Department of Veterans Affairs 
should find service connection for these veterans. Even if such a connection can not 
be conclusively proven, then I believe our country should err on the side of the vet- 
erans if necessa^. 

I ask that this committee look closely at extending the two year limit on when 
the Department of Veterans Affairs says a Desert Storm veteran must file a claim. 
38 CFR 3.317(a) l(i) says a veteran must file his or her claim with two years of leav- 
ing the combat theater of operations. Many veterans have experienced ailments be- 
yond this time period and have had their claims rejected on this basis alone. Due 
to the prolonged exposure to chemical pollution from oil fires I think there could 
be a possibility that symptoms could take longer than two years to manifest them- 
selves. 

I know this committee will examine aU aspects of Gulf War S 3 mdrome thoroughly. 
We owe this to the men and women who served our nation in combat. Veterans, 
as far as I’m concerned, are the heroes of our country, and all the more so if they 
were injured in combat. This is a commitment to help, not only from me or from 
this Committee, but from all Americans collectively. 

Mr. Shays. I will ask unanimous consent that all members of the 
subcommittee be permitted — ^and any other Member — to place an 
opening statement in the record and that the record remain open 
for 3 days for that purpose. Without objection, so ordered. 

[The prepared statement of Hon. Edolphus Towns follows:] 

Prepared Statement of Hon. Edolphus Towns, a Representative in Congress 
FROM THE State of New York 

I commend the Subcommittee Chair, Rep. Chris Shays for holding today’s hearing 
on the Persian Gulf syndrome. 

Unlike the Vietnam Veterans who suffered illnesses as a result of Agent Orange 
and were denied any redress, treatment or compensation for almost a decade, the 
concerns of Persian Gulf War veterans were believed and heeded in rather short 
order. 

Congress has Uiken many steps to assist the Persian Gulf War veterans; the 
House Veterans Affairs Committee has held ten hearings on Persian Gulf illness 
and the Senate Veterans Affairs Committee has five hearings on the issue of Per- 
sian Gulf Illness. 

In the 102nd Congress, DoD and VA were directed to establish the Persian Gulf 
Registries. In the 103rd Congress, the VA was authorized to provide health care on 
a priority basis for Persian Gulf Veterans and to award compensation for 
undiagnosed illnesses resulting from or connected to service in llie Gulf 

Additionally, the VA in conjunction with DoD, the Department of Health and 
Human Services and the Environmental Protection Agency have conducted and con- 
tinue to conduct epidemiological and other studies to determine the cause, possible 
treatment or cure for the wide range of symptoms afflicting this group of troops and 
to determine whether this cluster of symptoms constitutes one disease which can 
be called a “syndrome”. 

I can understand that vets are concerned about the VA claims process. To date 
approximately 76,000 veterans’ claims have been processed by the VA for service 
connected disability and compensation as a result of their Persian Gulf experience. 
Of that number, approximately 22,300 have been approved for service connected dis- 
ability and compensation. Needless to say, veterans have raised concerns about the 
speed and efficiency of the claims process. Moreover, they have questioned the low 
rate of approval for claims filed by Persian Gulf vets. I can sympathize with this 
concern. 

One would be hard-pressed to deny the existence of illness among the returning 
Persian Gulf War veterans. Those iUnesses of the Persian Gulf Veterans should be 
examined and treated. Current research should be continued to determine the exist- 
ence of a specific illness or “s 3 mdrome”. Compensation should be provided to those 
individuals whose Persian Gulf service has rendered them disabled or suffering from 
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chronic illnesses. Research on the causes and potential treatments for those ill- 
nesses is on-going. 

While it is understandable that affected veterans beheve the speed of research is 
too slow, it should be noted that to expose these vets to treatments or medications 
which are untried or scientifically unproven could run the risk of exacerbating their 
current health problems. While certain untried treatment modalities may be bene- 
ficial for some veterans, without appropriate trials there is no guarantee that those 
positive results would be generalizable to the entire class of patients who suffer 
from the same class of symptoms. Therefore, while speed is preferred it should be 
remembered that test-tubes do not bow to Congressional pressure. 

Mr. Shays. I also ask unanimous consent that our witnesses be 
permitted to include their statements in the record. Without objec- 
tion, so ordered. 

Mr. Davis. I yield back. 

Mr. Shays. Mr. Upton, would you like to make a comment? 

Mr. Upton. I would. 

I appreciate the opportunity to be here. Mr. Chairman, I appre- 
ciate your fine leadership as the chairman of this subcommittee 
and your interest in the issue of illnesses which are affecting veter- 
ans from the Persian Gulf war. I am pleased to join you today to 
introduce, in fact, a constituent of mine from Michigan, Brian Mar- 
tin, who is a veteran of 1991 Gulf war. 

Shortly after he arrived back home, following the end of the war, 
a number of different illnesses began to afflict Brian and his fam- 
ily. The symptoms included fatigue, skin rashes and headaches. 
These conditions were similar to those affecting other Americans 
who also fought in the Persian Gulf war. 

Shortly thereafter, Brian contacted my office for help in finding 
copies of his military record to get medical treatment; and since 
that time I have followed Brian’s case with great interest because 
I believe we must leave no stone unturned in finding what is caus- 
ing so many of our Gulf war veterans to become ill. 

Brian is not only a veteran of the Gulf war but also a veteran 
of testifying before congressional committees about his condition, 
having done so in 1994 before both the House and the Senate. In 
fact, he is one of only three Americans from the Gulf war drawing 
100 percent disability for Gulf war syndrome. 

Today’s hearing should help clarify what has happened in recent 
years since Congress, the VA and the Pentagon began investigating 
this. We should assure that our veterans are assured the quality 
of medical care that they deserve. 

I join you, Mr. Chairman, and other members of the subcommit- 
tee in welcoming Brian Martin here today, and I look forward to 
his testimony. 

Mr. Shays. At this time, it is our practice to swear in all our wit- 
nesses, whether they are the Secretary of the Department or who- 
ever testifies. So if all of you would stand, please, and raise your 
right hand. 

[Witnesses sworn.] 

Mr. Shays. For the record, those testifying today have all an- 
swered in the affirmative. 
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STATEMENTS OF BRIAN MARTIN, PERSIAN GULF WAR VET- 
ERAN; BILL GLEASON, PERSIAN GULF WAR VETERAN; 

RANDY WHEELER, PERSIAN GULF WAR VETERAN; AND KIMO 

HOLLINGSWORTH, PERSIAN GULF WAR VETERAN 

Mr. Shays. We will start with Brian Martin, who is a Persian 
Gulf war veteran. In fact, all of our witnesses are on this first 
panel. Mr. Martin. 

Mr. Martin. Thank you, distinguished committee members, for 
inviting me to testify before you today. 

I would like to thank Congressman Upton for introducing me to 
you. His support has been unparalleled and greatly appreciated. 

My name is Brian Martin, and I am a 33-year-old veteran of the 
Persian Gulf war. I was deployed to Saudi Arabia, October 8, 1990, 
and returned to the United States 5 years ago today. I am rated 
at 100 percent plus special monthly compensation for service-con- 
nected disabilities due to my service in the Gulf war. I am one of 
three, like Congressman Upton said, in the country with this rat- 
ing. 

Mr. Shays. Excuse me, Brian. Make sure you put the mic close 
to you. The mic that magnihes is the silver mic. Thank you. 

Mr. Martin. During the war my breathing became ^fficult. My 
vision was blurred and jittery. My heart would pound, and my 
chest was painful. I became so sick to my stomach that I would 
have episodes of vomiting and severe diarrhea. My head throbbed, 
and headaches were getting unbearable. 

I returned home with these ssunptoms and many more. My head- 
aches became so painful that I would have to grab my head for re- 
lief. My feet were purple and swollen. My knuckles swelled like golf 
balls. I couldn’t walk or hold on to anything. I had lost over 32 
pounds. My whole body was changing. 

On the advice of our family doctor, I made an appointment with 
the VA in Battle Creek, MI. Three and a half months later I was 
given an appointment. The doctor took my temperature, blood pres- 
sure and a prostate check. That was it. Every time I’d have an ap- 
pointment they would do the same x rays and the same blood work, 
and the 3 ^d ask the same questions over and over again. I never got 
to see the same doctor twice. 

The answers to these problems was a fresh prescription of Motrin 
£ifter every appointment. This was until I took a reporter into one 
of my appointments with me. This also took pressure from Con- 
gressman Upton’s office to get the crew inside. The director had de- 
nied the press access. Every doctor in that hospital started calling 
me Mr. Martin and asked how I was feeling, emd this time they 
even took my shirt off to look at my rashes. That’s when I realized 
what it would take to beat the VA. 

On November 16, 1993, I testified in the House and the Senate. 
During the Senate hearings. Dr. Frances Murphy approached Sen- 
ator Riegle’s staff researcher Jim Tuite to offer me a referral to the 
Persian Gulf referral center in Washington. I was admitted in 
1993 — in December 1993 as Dr. Murphy’s patient. She was always 
there to make sure that I knew what I was being tested for and 
why. I was very comfortable with her and felt fortunate to have her 
as a doctor. 
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I was discharged from the referral center 2 weeks later with a 
diagnosis of Reiters Sjmdrome, chronic fatigue syndrome, colitis, 
multiple chemical sensitivity and gastritis. I have autoimmune dis- 
orders, brain scarring, inflammatory bowel disease, organic scar- 
ring and multitudes of other problems. In October 1995, I was diag- 
nosed with abnormal semen. 

My discharge summary states that limitations for work are no 
prolonged sitting or standing. My employability is severely limited 
by fatigue and joint pain. My pain is still excruciating and un- 
changed. As I sit before you today, I have chest pains, headaches 
and painful legs and feet. If a doctor with the VA tested me right 
now, everything would be found within normal limits of abnormal- 
ity. But I question what is the normal limits of abnormality for an 
illness the VA knows little about. 

With these limitations and diagnoses and no guarantee that I 
will have my health back, the VA refuses to give me a permanent 
rating on my decision. My decision rating also states that I am to- 
tally incapacitated. When a veteran has an illness the VA knows 
will not improve, a permanent rating is usually given. Autoimmune 
diseases like mine are not curable. These illnesses will continue 
throughout my life. My county service officer and the American Le- 
gion have submitted information for my permanency, but we have 
not heard back yet. 

After being diagnosed by Dr. Murphy, I was awarded compensa- 
tion. It was the consensus of everyone that I was compensated for 
squeaky wheel syndrome. There is no doubt in my mind that my 
person^ relationship with Senator Riegle and Congressman Upton 
moved my paperwork like lightning. 

My medical problems are existing and well documented, but the 
rest came quick. I am not here today as a trophy case for the VA. 
I am here because of problems that I have with the VA. I would 
also like to state that without permanent on my rating decision, my 
family does not receive any Chapter 35 benefits. 

It would take too long for me to describe the existing problems 
that I have with the VA, but for the record I ask that you see At- 
tachment C. I would like to say, though, that it has been physically 
harder and more draining mentally fighting the VA than it was the 
Iraqis in the Middle East. 

I am a lucky veterem. I have the support of my community, local 
press and strong congressional backing. Plus, I have a good work- 
ing relationship with Dr. Murphy. If there is an ongoing problem 
that I know about, I call her, bring the attention — ^to her attention, 
and she takes care of it. 

Fortunately and unfortunately, that’s what it takes. It’s the only 
real way that I can get the proper attention to the veterans that 
they need. The laws are not followed by the local VA’s. I don’t care 
how many textbook testimonies the VA gives about what is work- 
ing, they are out of touch with what is going on in the local VA’s 
across this country. 

I was told self-assessment questionnaires Eire mailed to local VA’s 
so they can rate their performances and duties. But I ask, what 
doctor is going to fill tWs out with “I told another veteran today 
that he is not sick and it’s all in his head?” 
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The VA has spread themselves far and wide on research. Unfor- 
tunately, not as deep. This was the dirtiest war ever fought. The 
VA knows this. The veterans know this. There shouldn’t be a need 
for recommendations when the obvious is upon us. 

How much is spent trying to prove we’re not sick, instead of why 
we are sick? How much is spent downplaying our concerns, than 
treating them? If more money is given, what’s to prove they won’t 
use it on bogus research like they have in the past? 

For an example, I know hundreds of Persian Gulf veterans and 
wives. Not one of them that we know of was picked to be studied 
in the national health survey of Persian Gulf veterans and their 
family members. Top VA officials know of cases like my wife’s and 
other wives who are worried about their health and have been for 
more than 3 years, but yet they’re not considered candidates. Why 
pick names on a random basis when they know of certain cases al- 
ready? 

The VA offers nothing but false hope through some of their pro- 
grams, like the Veterans Benefits Improvement Act. The law states 
that a veteran interested in having his family members examined 
but not treated should contact their local VA if that veteran is on 
the registry. My wife called Battle Creek about this exam. She was 
told there’s nothing the VA can do for you or your son. 

I would like to see that more outreach programs for veterans are 
established. By time the registry was well-known, 2 years had al- 
ready expired, leaving most veterans lost in timeframes. One ques- 
tion the veterans have is how to make the transition from the DOD 
registry to the VA registry. There is absolutely no information any- 
where on that. 

I would like to see a committee of top VA officials actually visit 
local VA hospitals, maybe a regional conference held quarterly in 
171 VA hospitals with the top VA officials. 

One area needing improvement is negative remarks made by VA 
doctors. Dr. Edward Young himself, chief of staff at the Houston, 
TX, VA and head of the Houston Referral Center for Gulf war vet- 
erans said, “Some of the veterans are making health complaints to 
get governmental compensation.” He also said, “Especially if that 
pot at the end of the rainbow is compensation.” What kind of men- 
tality is that for us to deal with? I don’t know. It just cracks me 
up. 

Dr. Young is still employed by this VA. What about the two law- 
yers that were found guilty destroying veterans’ files? I don’t want 
to see the VA replaced or done away with. The VA is the only med- 
ical benefit the veteran has. What I would like to see done away 
with is incompetence and denial. 

I would like to see veterans’ claims processed right. The burden 
of proof is on the VA, not the veteran. I don’t know one veteran 
that wants to live intentionally years or more broke, unemployed 
or homeless. I don’t know one veteran that fought in the sands of 
Iraq for a pot of compensation. The only pot at the end of most vet- 
erans’ rainbows are filled with denial, anger and frustration. 

I would like to see more efforts focused on veterans and their 
families. Governmental entities have breached their contracts with 
the veterems, not just for our war but veterans throughout history. 



8 


George Bush signed into law Executive Order 12751 on February 
14, 1991. If there is no belief that any illnesses could come from 
the Middle East, why was this law signed as we were returning 
home? 

He also stated, “We have shaken the Vietnam syndrome.” Well, 
guess again, America. History has repeated itself. With the VA, it 
is over and over and over again. 

There should be defined answers to these problems with the VA 
and local VA’s. There should be outside investigations into allega- 
tion of claim, medical record and case mishandling. No more hot- 
lines, taped phone messages or rehearsed statements. All we ask 
for is honesty, openminde&ess and better health care. 

Thsuik you. 

Mr. Shays. Thank you, Mr. Martin. 

[Note. — ^The attachments referred to can be found in subcommit- 
tee files.] 

[The prepared statement of Mr. Martin follows:] 
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testmonv to the 

SUBCOMMITTEE ON HUMAN RESOURCES 
AND MTEROOVERNMENTAL RELATIONS 


TEetwony wnrwn rwn sv: 

Brian T. Martm 

rERSUN OUl^ VmnAN / fMCWENT 
INTERNATIONAL AOVOCACY FOR OULF WAR SYNDROME 


APPRECIATION; 

TTm* you DWiPBualwd mamban of iMa oommlttee tor Inviting iM to toillljr bNIm you today. 
IwDuUalaoMittottiankCongraawnanFradUplontortRlrodiidnginaleyeu. Hbauppoilia 
u n p a i a lWad and giaaily appra d aiad. HdwcxNnRiHsafflambenwoukWtinlnd. IvmiURkelodedlcata 
my laatinKniy today to SgL Paul Lawsnoa Butt, my boat frtand who dM during Hia caaaa-fira live yaais 
ago on March an, 1W1. 

niTRooucnoN! 

My name ia Brian T. Martbi, I am a 33 year old velann of die Panian Gulf War. I aeivad wNh Itia 37n 
Engineer Ballalon, 20th EiiginaarBrlg^ tan AlibonieCon]a.n. Bragg, NC. I deployed to Saudi 
Arabia. October 8th, 1090 and returned to the untted Stales Ove years ago today. M Au^ 1994, 1 was 
rated at 1 00 «- special monthly compensation tor aarvles oonneclad dlsabdltlas due to my service In the 
GUf War by the Depertmenl of Veterans Affairs. I am ona of Uvea Gulf valarans' In the country wHh 
auchaialliio. 

WHEN SYMPTOMS BEGAN: 

□laingihe Air War, after I began taklnoPytldostlgmlna Bromide, my biealhlng became dlffleulL My 
vtalon was bluned and JHIary, my heart would pound and my chest wee palfitli. IbecamesIcIttDmy 
siomaon and woutd have episodes of frequent diarrhea, head throbbed and headaches were olmoat 

unbearable. I thought my head wOuM exMode at Umas from the pain. I came home wHh these 
symptoms and many mere. Womack Community Hotpkal on R. Bragg diagnoaad mo wHh a ‘tiomach 
viral intcellon*, and sent me on my wey. On Docamber Slat, 1991,1 was honmble discharged wheie I 
rstumed to Mldtigan with my eight monlii old daughter and tny expecting wMe. 

My heedaohes turned tor the worse and becime so painful that I would have to grab my hnad or how my 
inn ovorlhatieo that hurt My Mel began to swel almost twice their size, they turned puiple and red 
and wens extremely pekiAil to the touch. MyknucMaalnmyilghlhandswaMlogaHbalsIza. loouW 
no tonger walk Itam room to room and couM no longer hoU on to anything including my nowAom sen. I 
losi 32 Lbs. wWdn a two week period becaun I wts Mhar vomUng or I ««uW be In Uia bathroom 10 to 
iStknesadsyMinsevoiedMnnea. MywhoiebodyhaocnsngsdinamMsrotafewinorths. Iwae 
soared and confused. I ashed myself Tlow could a US. Aimypareboopar, who was In great shape Just a 
taw months ago be Ibeling Ike thisT' On the advise ofourfemily doctor I made an appoIntmenlMth the 
local VAMC in Bottle Creak, Uchlgan. LadlasandOentlamkn, lelmeiellyouthalwasanexpeilanoe 
wWstmistothlsday. My appofcilmenl cams three-and«h8irnionlha altar the IMSal phone call was 
made. Tbeflraidoetortossamswssnamad^.Husslaff'. She giggled alma when she heanl my 
answers to harquefthma of why I IhoirgM I was tick from my duties in the Guff. Bhetookmy 
tamperalura. blood pressure and dW a proWite check. Thai was N. I was sanl honw. Ona month lalar I 
was given enolharappolnlineni. ThlatimtlwnstaldlwnMbepuilnareglstiyArlntonnaliDnon 
symptoms. The person that was In ehaiga of this isgMry took me Ho a small room, asked me my name 
and soolel security number which ha wims hr a lUtgraannoiabook. That was Ihsrsglatiy than. WhanI 
convinced Dr. Hueaian that I did Indsad have reel medtoetproMema. IwnstoMthatl hadgeui. 

Cl) 
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rtwumaioid afthtNit, and ObraaMt, but yat al my tMti rMubs wan nagaUve for all of thoaa dlagnosla. 
Evaiy time I would bavt an appal i dnien l . (Mhldi waa about two a wa^ I would drive two houra to get 
thara and alt tba VA nMHild do la He aama »(aya and blood worit, the tame queatlona wefo aaked over 
and over, l nevargot to tee the aame doctor Mce ,ao I waa oonllnuoutly telling my atoiy of pain. 

I wat given a fteah batch of Motrin BOO mg. afler every appotnbiMftt. That waa uml I took a reporter and 
camera crew Into one of my appo Wm enta. That took the preaauie of Congmaenian Upton to even get 
tha camera cm* Inalde the hoaplaL The Dtreotar of that VA wet goInQ to deny them accaaa. every 
doctor In that hoepllal waa caMng me Mr. Martin, and aakad how I wat feeling. tNt Uma they even took 
mytMrtofftolookatiitytathaaandbiimpa. In front of the camera, the reporter was told that I was the 
‘^est Persian Guir veteran to be seen there to rlate*. But I was told I had arthtWa and atiess. When 
the reporter ftxind out that they had not thought of toxioology tests or bioptiet of my lumps, or anything 
else pertaining to my aclMl compiainls. she and the dtreolor of the horqplal had a nloe tide shouting 
match outaUa my door. 

That was wriien I raalizad the power of the press. Congteaaman Upton was helping me obtain my miltary 
records and other manais wlh Social Seo^, when I did an krtsrvlaw with the Detroit Times nawspapar. 
Senator Riegle read that ariiela and caled me. Fmm Hat point on I began doing National maria In 
televiaion, magazlnea and nnsrspapare. I lasllllad m the House and Sanata on November ISih, IMS. 
Thai's when I ceught the asentlon of Dr. Franoaa Murphy. It vrasduririg the Senate hearings that Dr. 
Murphy approached SsMtor Riagla and Jim Tutte to offer me a leleiral to the Pacalan Out Referral 
Center here In wesMnglaa Finally afler 24 or more months I felt like I was going to be taken serious 
and really looked aL 

REFERRAL CgMTEIl: 

Within three wseks I had a scheduled appokitmant to baadmlllad brio thaRefsnal Center. Iwas 
sdmIltedinOecembarlMS, asapattafriofOr. Murphy. I went through the moat aidenalva tasting I had 
aver experienoed. Certain rlaya I would have sbt or more tesla ined up. Dr. Murphy always made sure I 
knewwhatlwasgoingtobeiasiadMrandvrity. She woirid frequently visk ms and dNcuss my tears of 
being II and my problams wrih dw VAMC hr Battle Creek. I was vary oomfortable wllh her and felt 
fortunate to have had her as my doelor. I had a televlaton reporter raid eamere oew from WWMT Ch.3, 
vIsH me from Kalamazao, MleMgan. They were treated wim more resped than In Bathe Creek, lhad 
testing at George Waahinfoa Ambulalory Center. I was examined by Or. Sokas. I was alao tested at 
Georgetown Univeielly. I thought IMs Is great! Al these apodal tests that their dotng, they are surely 
going to Ibid somelhlrig now. Whan I was rllachaiged from He refstraloentar two wsek s later. Dr. 
Mur^y was afTOroed the chance to whnaaa Ha pretriams I was having wWiBaMe Creek, uriien I came 
time to Ay me home. They warriad to argue wrih my wHe about sendtng ms to Kalamazoo, Michigan 
over an hour away, orto Boulh Bend, bidlana'h akprxt 10 mburtss away. They wanted Kalamazoo and 
said Ihafs where I was ilylag to. then I would have to hand delivsr my records to Oiem, two hours away. 
Dr. Murphy got on the phone wn Battle Creak as did my wHewllhCorqiressniant Fred Uptonh office 
and Senator Riogle'e. I ended up flying brio South Band. After the two weeks of griribig taels I was 
dagnosad vrilh; (aiiaohmani A.) 

REITER'B SYNDROME (Mrtch I lecaive 100% Ibr), CHRONIC FATIGUE SYNDROME (50%). COUTIS 
(10%) PROBABLE MUtnPl£C«»«CALaEN8rnVITY(0),OA8TRm8 (0)1 have 10% lor TINNITUS 
and 10% for BACK CONDfTIONB hum a prtor raring. I have brain scarring, colon and stomach scatrlng, 
and a mulUtuds of odisrprehleffls. In October 1005, 1 was rriagnoaed with abnonnat semen. The VA 
wants to redo that test though because I was Obnomral. fm sure that had the results come back normal 
another test wouM not hmre been cona l dated. Organic Scarring, brelndamageandmcstof my other 
problems are not oompensatabie. My dtacharga summary states that my Knriiallona for work are 'Yio 
neavynitlng* and Yio prolonged sMIbqi or stsndkig*. My employabllly Is "severely Ibnlled by fatigue and 
Joint pain*, Whioh ends ih bs^ ZERO, ZILCH, NOTTAI Today my pabt Is still exctudaUng and 
unchanged As I at before you today. I have chest pnbs, a headache and painftri legs and feat. Ifa 
doctor hem the VA tasted me right now, Fm aure evorytNng would be found to bnwHhbi normal IlmHsof 
abnormalty, but I quarriion whal h normal rimlta for abnoRiralriaa for a lllneae Ha VA knows little about? 
I have no treabnent plana and have no madtoatloiia. I return to Barilo Creek Ibr noHIng more than the 

(Z> 
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Mmepulmonaiy(ufleikMle«ls,)H«ysMd blood (MnplM. VWhtbMettnltHonsmldiignosISMwMi 
no treatrmnl plin or Burnitoa Out I «■ hove my beam back. IhB VA rehSH to ghre me a pwmanenl 
raling. MydecWonntlng(aMaclNiientB.)aMeaMlam'tatalyl<icapacnaled* butstlllnotpennaiMm. 
wrien a veteran has an •neaa that the VA kaoM «■ not knpvDwe. a petmanairi taling ii glvan, actually 
the law states: ’TWT PERMANBin' TOTAL DWABHJTY SHALL BE TAKEN TO EXIST WHEN THE 
IMPAIRMENT n REASONABLY CStTAM TO CONTOtUE THROUOHOUT THE UFE OF THE 
DISABLED PERSON- (TWe3S.CFR.eiibsaetloa 4.11) Rahsrts Syndrame Is NOT curabiB. Chranle 
FanoueSynhomalsNOTaiiabla. OioankaeairtaalsNOTaifabla. They can be treatable 
syatomalleally, butnooun. These Rneeeee Niould be e on sM siad to continue tftTOjflhoul my lit* 
Unfortunately noth my caae fur some laaeon. llyaaivloeonoarhasiriadtopnryemypennanency, but 
tonoavai. ihavebeenloMlhalloaadBVAdodortowiaaapaLallaretalhiathailwMnolbecuiador 
mylbiaaseewHnoiaetbelleranthairosaL leannolgaladoolarlnthBVAttNltlattMlIaltar. Ino 
longerfeartneablllympaymybaiatMpraaantaKnienLaMlleunllSaiaemberlBm, 19B7, when the 
VAkiBattlsCinaksiWhaveaohancaloaliipiMorabbafiallibyiaavaluattnoiiia. I fear that al the 
bad press and oongrasslonal hamnertag I have dons to BaSla Creek, they wll take ttiair revenge by 
otumglng my dlagtt^ maybe to the aMMl famous dhignoalB of al'^oailBzatlondlaoidei-. Ih^thatH 
that happens I woidd be abis to oontaol IMS eammhMa tor a review of my ease. Skica I ean ml galntoRy 
work to support my tofflhy, I need to ptotoel my Mto and ohMmnto tinandal tolun In ease of die wane. 

COMPehlBATION DEieattft 

Seven months altsr I Mto dtognoaed by Dr. Mtaphy, I was awantod my oompensathm wllh book pay to 
the monSi after I was msdier^ hem theAnny.lt was Bra consensus of everyone that helped my case, 
that I was compensated tof- S guaakyVWieal S yndw m e r mom than anythhiB.k seemed Mrs all the 
congrasskmal backing, sppesrlno to Sie nsMonM news and rsesivino aBenHon by taalllying at the N.I.H. 
andoongmsB. myeaMwasaripadBad. ThamtonodoidillniByralndhialfflypeiionalralaBonNiIpwIth 
Senator Riegla at die lime.movad my paparwMfcMmlghilng. medical problama am axwma and Is 
wed documented, theft why I amaa e mnlad what I was, butiha mat came quickefdua to the tocL lam 
not here today highaghted as a trophy case or wtodowdreaelng tor die VA. I am hem today because cf 
theprobtamslhavehaduMhdisVAuHehlssaihappwikiotothlsdsy. I would also Nke to stale that 
Mdioul parmaneni on my ratkig dadelon, my wito and ehUran do not moelve Chapiar 35 benellla 
afowInglhamaducalfonbeneflsaiidinailcalbanellawIBiCHAhFUSorCHAMPVA. Evendioughl 
am paid a substantial monddy aenoiBd now, attar paying the madcal bile of my son and wifa (whom the 
VA knows am M) my moidhiy pay kdiHlieaay raducad. 

EXBTddO PROBLEMB; 

In January 108S, I was nishsd to die emaigsncy room with breathing probtoms and savsm abdomen 
pain. My wdsccnlacMd Or. Murphy, atotog tor her advise on what to do. Dr. Murphy tow the doctor to 
rsisass me to VA cam hr Battle Creek, then she would cal ahead to the admission dIreolDr to have me 
admUed for die dve day weak and what teals should be mn. She caked Etotde Creek tour times that 
monfng before I arrived to make sum mrerythkig woe oganbsd tor my onlval. VVhan I got there, wkh 
my tother and veto, no one knew are, why I wee dism, or woidd even locale my naa. I axplalnad that Dr. 
Murphy had caked ahead to hmre me admiltod. only to the rs ap onaeot-wtioe Dr. Murphy?*. I 
demanded to see Oary Ort. Obector of Uadfcal Sanlcas, and my Miendbig doctor. Dr. Ketan Shah, I 
was toW. Gary Orr was busy (I liter found wd ha woa nt th em) Dr. Shah had also Ian due to an 
araergsney. iraliiaadUleaveiBdIaaniaonelaakadstms. Iheprabiamwaslhalnoonecnddiindmy 
records. I flnadyocnvlnoadliam Vial I was suppose to be admdlad.eo the doctor took me Into a day 
room, slammed Vn door In my wVh^isoa and pracaedad to ask me about my symptoms. Isskedhimto 
oponupmyiecaidstossswhMlwmsidlsitnghain,hidhaiafomiL Itoldhimof mydiagitoeisonly to 
be quostkmad shout -who dtognosed me wVh Raksr^ Symfeomt?* snd >mat makes you Uiink you have 
K?*. Thiee-and-amair ham tolar, ray moorda worn found In Mr. Oars oOloe. Why? i nave no Uoar 
Seven horn tiler diey give me pafemae, but no pMowbeceuee they wem out ofthem. I saw the doctor 
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for about 20 rnlnulos, «4ief« I ipeni moat of that tlnia MtaftlnB to tba dWtranea of 400 inebaa of rainfall 
In hlanaUva land vanua 40 inebaa In Saudi Arabia. My faibar waa aakad mora nwdlcal queatlona than I 
waa. Two more houn later I vraa toH' Your not Ml. you donlnaad to be laying aiouidataoiMntvilth all 
the really nick people’ He gave me aome madUne. (^Ich Dr. Murphy later aaid, wouMnoibethe 
madkdne of her eboioe). I IHed an official eompWnt on die doctor and the VAMC hi Battle Creek wWi the 
Central Office of the VA. (attachment C) NottUng much came out or that complalnL IhavekKhidedthat 
viAiola complaint ordeal Into my leatimony. 

When I received my copy of ttialdayaeonaultahaat, I waa outraged. It atatad that I 'cMmedtoba 
doino much batter eompaiad to my amaiganey room via and If ha GMdd not undergo me above 
manllonad teala Mimaiiataly wHh a day, Itiera was no pobil of hhn to akm hi me hoapOaT VMcfi he 
lequeeleddiaGhaigelmmadlalalylbPawingmyaxanibMlIon.* ThblaauntnieandwiDngalatamanL i 
have alnoe demanded M they amend my reeorda and nwillalhetiiilh. imwtthayoffaradnieftiran 
oottecledoonaullaheetwaa]uaiaa«Brftomffiettulhaamafliatatatemantwaa.(al l edimei«C.) Inffva 
yearn I have watched seven PanlanQuffCeordMaion be raplaoad tor poor performance hi that 
poallion. IhavehadtoflgMandaefMehmywaytoieapad. lamprab^thelaigaatpafcilnthabutl 
forthaVAMCkiMtohlgan. I pul no pundiasiBiTiIndbiggieni the law that OoMPenlanOulf veterans 
tree top pitorilymaiacal care. I am drop dead hones! wtti them and aimed the same. Many times they 
give a veteran an appointmeni two or three morlhs away. If that veteran calls me to tel me thia, I can 
Dr. Shah, bringing iMa to his attention, which he usually wN move up to within two or three weeks. There 
aiB VAMCS hi MtaMpan that sun charge Qidf veterans tor thair senrlces. Dr. B. Miner, Item the VAMC In 
AHsn Park, MtolMganoftofedthafeig Senator Rlegle's hearings mDelroi, Michigan (June B, iggs}to 
come to my home to teat my mother and v4to far trsnsmlaslon from me. I knniadlatBlytoldthistoDr. 
Murphy, she Inatiuclad me NOT to let that happen and to ooiaact her If ha titas. I could tell you about 
kiddents such as one examination whara I ahnoai tol over In hem of tha doctor, than ha iumad to my 
wito and exdaimad ’Vwra's nothtng wrang wWi hb toei or balanoa'. iva had the dbector of tha Penlan 
Gull Famly Support Program In Batua CraM tay on Mra lalavUon, that 'Brian doaa not have any 
medical proof of Ida claims to sanrlceoofflieoean', I have been rtdioiad, laughed at, talkod about ki a 
nsgaUve manner, told I was topenkig a can of worms, I didnt want to*, and IVe been called *HollywDod* 
by some of the flaff In BatUa Creek. 

I supplied the VAMC with ooplea of vUeo eonferanoeslhat VAts hoadquartsrs would produce und to 
educate the doctors one local level about new pfogrems and Issues tor PsislenOulf veterans. iVehad 
to call them to remind them of limes that vktao conferences would ba aired, n ha bean harder flghUng 
the VA then R wM tighung Iraqis m the MUM cesL I have attempted tor three yean to organiza a 
meeting of a VAMC diradora ki Mkhigan along vMh all doctors kivalved wMh OuH vsisniw, to meal 
wMh US veterans and prou to air everyone's ooneams. I have not been granted ihsi roiyrait. iladtot 
and gentleman could go on and on about many mon Incidenis but I’m only allowod flva mhujla end your 
only having threo haartngs on this lasua kflno Is just one of hundreds of horror stories you could hear 
fttxn the gulf veterans I know personaly. I wish I could tell si their stories trying to bring leOof to them. 

WHAT HAS WORKED jlTHE VA: 

Like I said aaitar, 1 am truly a lucky veteran, i havs the support of my community, local prsw, and the 
businesses In my home town are more than generous, hav^i banaffls hi my and my wttois behalf. I 
have strong congiesalonal backing and a good working relationship wHh Dr. Murphy. ShslslOOKtor 
helping me walk every cew 1 hive ever brought to her ittenllon. You see, if there's e ongoing problem 
that 1 know ebouL 1 csk Or. Murphy, bring the Incident to her altsntlon, then she takra cars of R. One 
axamplals, I got a phone can from Vie SIvssiar, Prosldcnl of Operation Desert Shield / Dean Storm 
Association In Odesu. Texn axpUnlng ffwt a vaiaran ha knew was not alhiwed to be sasn at ffis Big 
Springs, VAMC, becaua Ms diadiaiga horn acHva duty wa messed up. 1 Immsdhrtely oalled Dr. 
Murphy, she ealtod Big Sprbigri, havrmthanadmHtsd. She personally made tha iranslUan tor him from 
the DoD registry to the VAiegMiy. TWo weeks lotsr. I receivsd another call Dorn Mr. SHvestertellng me 
that this veteran waadmRMd Into the peychewerd and bed no tests ran on him tor Ms oomplalniB. I 
callsd Dr. Murphy, Mis calsd Big Sprhi^ agsin, wRhIn throe hows he wa taksn out of the peyehs ward, 
had his thyroid drained, given new medteaBon and recafvedfo i oW' u p appotitmenia. Several tlmra I 
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have calM Dr. Muiphy to heto vetefans gel the proper attention theyVe needed to get a referral to the 
Washington RetomI Canter. She again Is lOOSl for the cans rva made to her tor these vetanni. lhave 
even made an aorsemani wth Or. Muiphy Vwt If gw VA In Battls Creek would show soma 
professtonaRsm, I would laavauiani alone in the press. They have not kept tnair and of Ow deal forcing 
nwlogobacktolbepnaswniiiesepraHsins. Or. Muipliy has twen a wondartU maourcs for me In my 
fight tor OuH war vetoranshsalhlssuss, but untortuni^ this Is what ITS lakan. Not evsiy vataran of 
the war can oal Dr. Muiphy to gat IMS kind of hrip. I am thankful for si aha has dons. Ihopathis 
testimony today has not Wrakied that vwrMna relsttonreip WshavaneedadOr. Ifesphyaaaraaource. 
RisthsanlyREALaMyweoangallkapipparaltaiSlenOugWarvalaransarensadkia Thalawsthat 
gwPiesIdantaIgnad Into eftoot are not ba^folawad by the local VA's. CentrM H eadquaitera for the 
VAMlftethafouraiarQananlorgwAnny. Haghresgieoalsis, iwlbyRnwmatoiidargsisiogw 
private R Is ohanged and not mewad. AlthswhlaiMOsnaral Is baino told that nworidno. initisa 
psrtoctBKareplaoftheVAaysIsre. Idoni care haw awny law book teafimonlas that dwVA can giva 
aboulwhatlswortdaglhalraaiortoucbwHiwIiallsrealygsIngoninlocalVAMCtiaereasgiiscounlry. I 
havs been told Rial sag asaasamaiR quaaUonnalras are maled to the local VAMCa so thay can rala lhair 
paifonnanoasanddulas. laakyoiiwiialdoetorisgelngtoRlRiisoulwMhTvedonsareaanjobat 
looldng Into gis vslaians pmblSBi^, 

ormwanatharvaiarantodaythairsallnhlshaad*. Idonidiinkso. NoonownbtowgwvWiMleon 
tmmuitvns nrfsimrrinisnn 

n te otm Ka oKvamc 

The VA has spread t h ameotoes tar and wMakiraaaa rrh . unfortunately, not as deep. H was Sea. Jesse 
grown. That aaM Th i s w as the dhbasi war aver FaughtT ff the VA knows this, the wstarans knows IMs. 
and gw rest of the aniti knows Rila. WhattsfiMprehlam? Thareahouldnolbaanaadfor 
leooremandalions wRian ths atwloui la upon us. One sknple quaWlon la. How can M7J»0 mostly 
heaRhy.awll ra lnadllaWkio awn and wiiiitanbshssig ^ enough to Row a war, but alter returning homa, 
most can't tlpM a ootd? What is so hard atoul that quaalioiiT HthspreblareswRhthaVAbsgkswIlh 
monsy.greinnaybalheyshiaaabaoiiMnilMM. larittorwhatRiMiahT Howniuehhaabasnapanton 
trying to provatMVo not alekinalsad of why wa are stcfcf How much monay has boon apani on 
downplaying our eoncsrasihsatrestkiggisin? h dial money Is gkien.whsrt to prove they woM use H 
onbogusrassaichiminniapntif For an oxampla-l knew ol hundreds R not Into Rrafiiousandc of 
Fenian OUR vatarena not one oriham that I taiowims pickadto ba Mudlad In Ihs new TMtloiwl Haakb 
Survey of PsnianOuRVSisiMa and RialrFanilyMarnbaia'. NotonewRSlhalmywItoorllgiowarhas 
bsanchosantobeahsaadaorhaaMioonoanis. I donl understand fitit. TopVAofllolalsnkaDr MuipIv 
and Or. Mathers knew panonagy of eaasa aurdi as my WHS and a tow oRwre that haws complahtad about 
haakh pmtaems Mr three or more yascA bul yet thsR not even coreddsied candUalas tor Rial reaaareh. 
Why have a oomputarapR out namas on a random bsMa.«iriiengiey know of eartsln oases aheadyT Rts 
ebvkius that the names tbs rn re p rd s r pk d ta are at valatans and wtosaRiat no one has h ea r d ot or know 
of. toHitfi me somstkktrfSwreogWi gas picture. Old of 30.000 votorant and tomlymsrebam. I find N 
hatdtobalinvogiallhmrenaihatadaranaorowsapaoptopickad. ThaVStecansARSkshavaonared 
MsahopoDaeughKsnaarthBlrpregtrena. SuchlaOitcaiawkhBia'Valatanr BanafkalffiprevemarR 
Ad of ISM* iFuMo Law 103-4401 Thatawreatotthata'yetarenlMarefledhihmringhlafSmky 
morebare enwnlnad (but not tisata4 should aataad Rwk local VAMC R Oral vataran Is on Ria regMry*. 
MywttoeaRadBaMoCreoktorquaillonaahouliMcoiiam.anlytobotaldbyOaryOtr TTsto bad your 
notavan(wwldarad**giooRSnaiblnngwVAeondotoryouoryourion*. WhysratadOwrebealawgial 
talavotemrNtodothis? I wouUahoMw to ata more outreach programs tor Hwvatorma, programs 
should not be buried to ssvs money. DM you know Rwl by Raw RwmgMfy was wsR known sb^ tire 
yoarehadabsadyaapliedr l a av tn g mod viit r anakretin Brno trernia. Wining«trvoyaaremany 
voiarena wore towhS about cowdsQ fo rward wRhthotr p rehloms. Ono big quesUonsvotsrans have h 
■HowtomaksihotmodgantanngiaOoOmgtobyMgisVAmoMryr ThsreSnoInfotmsIlonanywtiore 
onRidtorvelscant. IwaridMretoHaaeomniklooaflopVAofRcldsaGtudhrsppaarlnlhelooal 
VAMCtasaautpttainvaciioa. UayteaiegioaaloontorenoeoouldbshsldquMisriylnagiTI VA 
liospRsls.wgh top VAcWtciaMgisre to bear our eo ni plal n li and p r o re hsscemnilmsnuobsgsr care. 

m 
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8inc* no positiv* msuHs tm tekig mado, then negaUva lamarta ihould be lefl alone by certain VA 
dodort. Dr. EdvMfd Youno, chMorataffoftheHouaton.TaxatVAMCandhaadofthaHouatan 
Referral Cantar fbr Gulf yetaram, aald himaaH, after expr^ng xkeptlelam about aome of the llnesses 
*aaine of the valerana wen makInQ healih ooniplalnls to gal govaminental compenaatloii* He waa also 
quoted xayftig nrou know we may have hurt you wdila on aeftya duly, we aolleltad ft. If ttwl lanl one way 
to omaie a dbeaee, 1 dont loiow whal la, aapl^lly If the pot at the and of the rainbow le compensation. 
WOYe living In veiydlRlcull economic ftmas right now, and people are desperate.’ Whalklndol 
mardallylethatftaruaiedaalwWi? Wecanmaaybeoonmanloftopprtorlylieallheamwllh 
at a t e rnera a HteltiaB Theee oommenls prevokad Ms auapenaion and lead Into an Uivestlgallon. 
Unfortunately Dr. Young la aUtamployad by the VA. Maybe changes have to alartwilhpaiionalltles 
and aURudea. Maybe n that simple. What about the taddeniwlin the two lawyers fbundgulty of 
deaboybig vaiaiana Mae? 

I dons want to see the VAieplaaad or done away with. The VA la the only medical benefit mat the 
veteran has. WhatlweuUiketoaaadonaawaywIhlsIneonipatenea.eloeemlndadneaa, and denial 
wMMn tha VA ^ralam. ItamazaemehowacIvIlandrwSQroanleokala PanlanGulf veteran and 
d i agnoee them ertth certain Ibiaa a aa. the aamavaterana can have the same teats dona at the VA, to 
raeahra a dUfarant aat of diagn n ata. If they raoelvs one at alt. Those dIagncaIsS always aeem to downplay 
the ohrWan doctors work upa. Iwouldllketoaae9ialthevelamnacompeneellonlsdoneilghl,]udlcated 
the way the laws aay^ remember the buiden of proof la on die VA. In most cases that Is nol the way It Is. 
If rs a pot of compensation the veteran Is look^ for, true medleal documentation ahouht provide the 
aneiveis If they am dasarvkio or not, not Ihe personal opMon of seme of the VA doctors. 

I peiBoeaty denT brow of ONE vataran that wants to go IhtDugh luiro or three years or mors broke, 
unamployad, or homeless like the olhar 233,334 velarana,(VAS PAO.Jan.lo^ idonTknowofONE 
vataran that thouOhl that lighting ti the sands of Iraq was for a pot of oofflpenaadon, the only pot at the 
and of moat vatamnsrainbaws are denial, ridicule ant fitiainfoan. I would Hke to aae aome real efforts 
put on the vatansns and mairMrMy members. There la nothing that the govemmamanould not be 
vSRngtoyleldtahervalarana. TMs has been basleally a breach of oonlract to the veterans of the United 
SUMS of Amerioa. Not lust Itar this war, but to the veterans throughout history. When George Bush 
was Ptealdenl, be aignsd kite law Pebniary 14lh, 1001, CxaeuUve Order 012731 (ariachmant D.) *1101 
the Sec. of the veterans Affairs may praarranl to this order, enter kfto contracts wHh private fooUHles for 
the previsions of hospital care and medical aanrioea forvelerans to the ftillsat extant authorized by 
section 8111A(bX1)-(2) of inis 3r. If there Is no poaalbimy that any Unasses came from the Gulf War. 
wtiywBsthiaiawaionadaseartyasigoi aswewaretetumtnghomeT He also atatad 11110 have 
shaken the VMnem Oyndreme* Well, gueae again America, hMoiy does rapaat Isalf- wkh the VA kW 
over and over and over again. Bottom Uns Is, that If a veteran bass problem with their local VAMC, 
there ahould be dearly defined phruranunibars tor hefo and answers to these vatamnaconcams. land 
the veterans she has halpad have no prcblama or cotnpWnla about Dr. Muqihy. I have no oomptakrla 
wRh Or. Katan Shah horn Bdtla Creak. When eprobim is bromW to their attention, they ad qulddy 
anddadsively. If than al ft «M take, than Ml the VAeleit the veteran on how to oontectoentFil 
haadqunrtam or dasignata one person Itar rettof of ongoing probtems. 

I would Mie to aid my testimony wth an dddletii. ffyouappreddeyourllresdomsasanAmailoan, 
lhankavelaian. 

Thaik you tbr your tkiw. 

Brian T. Martin 


m 
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Mr. Shays. We will now go to Bill Gleason, also a Persian Gulf 
war veteran. 

Mr. Gleason. Well, let me explain something to you, first of all. 
I am not a real good spokesman. All I did was to go and do a study. 
Fd like to 

Mr. Shays. Mr. Gleason, could I ask you to put your mic closer 
to you? I know you have your papers there, but we want to pickup 
your voice. 

Mr. Gleason. OK. Fd like to thank Congressman Shays for invit- 
ing me down to this committee. Fd like to thank the members, and 
Fd like to tell you a little story. I have nothing written down. 

I’m a master gunnery sergeant. I’ve got 26 years in the military. 
I went through Vietnam 1965-66. Fm 53 years old. 

One thing they teach you in the Marine Corps is to take care of 
your own; and when I was retired back 2 years ago, I started get- 
ting these calls; and I got calls from people that were sick, very 
sick. When this happen^, I investigated it myself. I got well over 
1,000 

Mr. Shays. Just to clarify, you got calls from veterans who 
served? In the Persian Gulf? 

Mr. Gleason. Veterans themselves. 'Their mothers, their 

Mr. Shays. These are people you served with? 

Mr. Gleason. Right. And what happened after that is I started 
a survey, and I worked with a doctor, and we came up with a sur- 
vey to ask people different questions and make sure the questions 
were all the same for all the people. 

When we got involved in this, we began to realize that the health 
problems were quite severe. I have Jeff Rawls that is actually 
dying of shrinkage of the brain. I have got people that have got 
parasites still 5 years later in their systems that they are trying 
to trace and destroy. Fve got cancers. 

What is unique with my group, ladies and gentlemen, is that we 
have a group that went over there that was 76 Marines. We’ve got 
75 of those Marines in our survey right now, and I don’t think that 
too many groups can talk about that. 

Fve got the detailed problems that they are in. Fve got that there 
is 9 people out of that 76 people that Fve dealt with that don’t have 
any symptoms at all. 

What we have done is worked with the VA hospital in Ss^acuse. 
Mr. Orfalano has indicated to me that he will support us any way 
that he can. That system has done a 180 degree turn as of June 
1994. We are working closely with them. We are getting support 
from them. 

Mr. Shays. When you say 180 degree turn — ^tum from where to 
where? I want you to be little more specific. 

Mr. Gleason. A tiun from when we first went down there they 
would give us a 3 by 5 card with four questions on it, and we would 
answer those questions. It wasn’t a physical. But then they kind 
of confused us by saying this is your registry. You’re now on the 
registry. In fact, we £dn’t take any physicals at all. 

Mr. Shays. I want to clarify this. They changed in attitude from 
being unsympathetic to sympathetic? 

Mr. Gleason. Right. In Syracuse, they did. They went from that 
3 by 5 card that was a four-question t 5 rpe of thing to now a protocol 
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clinical physical, and we go down there now and we get a complete 
physical. They’ve told us now that we don’t have to pay for some 
of the physic^s that we have been getting. 

Before that, Buckbee in my unit definitely paid $2,000 for a 
stomach operation that he had for CTowths removed from his stom- 
ach. To this day, he’s paid all but $100, and he got back a tax re- 
turn tjrpe of thing where they’ve taken that $100 out of his tax re- 
turns, which is not really that acceptable with us. 

But I’d like to mention some of the sicknesses here: shortness of 
breath, diarrhea, blurred vision, fatigue, skin rash, muscle joint 
pain, loss of memory, forgetfulness, bleeding, respiratory problems, 
sleep disturbances. There are — 30 to 40 percent of our unit has 
these problems. 

The severity of the problems is not like Vietnam when we come 
back from Vietnam where you had a gut-shot wound or you are 
missing an arm or a leg. 'Hiese are problems — it is almost like a 
flu symptom, but they continue to go day in and day out for 4 or 
5 years. And that — ^you know, it is just not right that things like 
that happen. 

The thing that came out of this book here that the Government 
put out that really got me concerned when I first started going — 
getting involved in this was the reservists, and I was a reservist. 
In Vietnam, I was 4 years in with the Marines, and I was a reserv- 
ist when we went over to Desert Storm. I’d like to read this here: 

“Reservists tended to be older and possibly less physically resil- 
ient compared to the active duty troops, and reserve personnel may 
have suffered increased stress because they had to leave their jobs 
and experience greater disruption of their personal lives.” 

When I read something like that — ^knowing that I had been in 
charge of a group of men in Vietnam, I knew what they were capa- 
ble of doing; and I knew what reservists were capable of doing. 
That just got me going — ^involved in this thing, and I have been on 
it for 2 V 2 years now. 

The thing I have come here to talk to you about is that we’ve got 
an ideal situation here that we really need to look at. We’ve got a 
group of Marines that went over, fought, came back that are being 
sick. They are not regulars. They are reservists, and they are sick, 
and they need to be taken care of. 

Thank you. 

Mr. Shays. Thank you, Mr. Gleason. 

[The prepared statement of Mr. Gleason follows:] 

Prepared Statement of Bill Gleason, Persian Gulf War Veteran 

Introduction: Following the return of Marines, of Bravo Company, from the com- 
plex environment in the Persian Gulf region during Operation Desert Shield and 
Desert Storm and the operational conditions of a military deployment, a variety of 
health effects have been reported throughout the coalition forces. 

Many Marines from Bravo Company were exposed to potentially adverse sub- 
stances and experiences presented in W2irtime environment. Fumes and smoke dur- 
ing military operations, oil well fires, diesel exhaust, toxic paints, pesticides, sand, 
depleted uranium, infe^ous agents, multiple immunizations during a short period 
of time. Some troops are convinced they were exposed to chemical and/or biological 
weapons. 

Substantial transient gastrointestinal and respiratory symptoms were seen during 
the troops build up and immediately after the short conflict. 
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Since then there have been increasing reports of illnesses from the Marines of 
Bravo Company that were participants in these operations. Many now attribute 
their health problems to these experiences. 

Many cases include a combination of non-specific symptoms of fatigue, skin rash- 
es, muscle and joint pain, headaches, loss of memory, shortness of breath, diarrhea, 
and sleep disturbances, and respiratory symptoms, which may or may not fit readily 
into the common diagnosis. 

Some veterans have reported illnesses in spouses as well as birth defects in chil- 
dren conceived after the conflict. They are concerned about the spread of disease as 
a general public health issue. 

PRELIMINARY FINDINGS OF ILLNESSES ATTRIBUTABLE TO SERVICE IN THE PERSIAN GULF 

WAR 1990-1991 

Mission: To make contact with the 76 members of Bravo Company who were de- 
ployed to the Persian Gulf Region for Operations Desert Storm and Desert Shield. 
(Only Bravo Company Marines were interviewed for this survey.) 

Purpose: To determine whether there group of Marines (“B” Co.) have more health 
related problems than would be expect^. To determine any unusual patterns of 
health problems. To determine the role presently played by the Veterans Adminis- 
tration, and the optimal role that should be play^ by the V.A. as a “protocol” for 
interested Persian Gulf War vets, tiiat are concerned with ssonptoms they have ex- 
perienced since their return home in May of 1991. To insure that both the govern- 
ment and the people of the United States are aware that these symptoms, illnesses, 
and conditions are present, and that large masses of troops, to include the Bravo 
Company have attempted to seek assistance from this local V.A. and have either 
been turned away completely, or have generally not been satisfied with how they 
have been received regarding persistent health issues. 

This information lu^ been requested by: 

1. MgySgt William B. Gleason — tank leader (ret.) 

a. CW03 Roy Johnson (ret.) 

b. CW03 Lee Renw (ret.) 

c. SSrt. David A. Buckbro (ret) 

d. Cpl James M. Rerma (ret) 

e. Mary Arm Gleason-Kuznia (civilian) 

Results: Shown in the attached bar graphs. This data is preliminary, some of the 
records being collected and reviewed are still incomplete. 

Roster of 76 Marines/contacted — ^73 Marines — ^97% JJ Grant, D Reynolds, G 
McLain 

Shortness of breath — 26 Marines = 36% 

Dizziness — 18 Marines = 25% 

Constipation — 7 Marines = 10% 

Diarrhea — 24 Marines = 33% 

Blurred vision — 22 Marines = 30% 

Tremors — 5 Marines = .07% 

Slurred speech — 11 Marines = 16% 

Fatigue— Uo Meirines = 55% 

Skin rash — 33 Marines = 45% 

Muscle joint pain — 42 Marines = 57% 

Loss of memory — 32 Marines = 44% 

Forgetfulness-^2 Marines = 44% 

Bleeding — ^29 Marines = 40% 

Heart problems — 4 Marines = .05% 

Respiratory problems — 23 Marines = 32% 

Motor problems— t 6 Marines = .07% 

Sleep disturbances — 41 Marines = 56% 

Coughing — 20 Marines = 27% 

Choking^neezing — 17 Marines = 23% 

Niunbness/extremities — 1 Marines = 10% 

Headaches — 19 Marines = 26% 

Bumpa(growths — 2 Marines = .03% 

Stomach siurgeries — ^7 Marines = 10% 

Nothing wrong since war — ^9 Marines = 12% 

V.A. registry signed up — 31 = 42% 

Not signed up— -42 = 58% 

Nerve piUs taken: 

All of them — 32 Marines = 45% 

3—4 days — 8 Marines = 11% 
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2 days — 16 Marines = 22% 

1 day — 3 Marines = 05% 

None taken — 14 Marines = 19% 

32 Marines took all of the pUls, sick or not. 41 Marines quit taking the pills be- 
cause they were making them sick — ^bleeding from mouth and nose, headaches, diz- 
ziness, high fever, and Rghtheadedness. 

Mr. Shays. Next is Randy Wheeler, also a Persian Gulf war vet- 
eran. Mr. Wheeler you are going to need to bring that mic nice and 
close to you. 

Mr. Wheeler. Hello, my name is Randy Wheeler; and first I 
would like to thank you for letting me give this testimony. 

I served in the Gulf war with the U.S. Marine Corps from August 
1990 to March 1991. I have achy joints, chest pains, shortness of 
breath, headaches, severe blepharitis in both eyes, rashes and diar- 
rhea since I have returned. My son is 2 years old and experiences 
skin rashes all over his body. My wife also has rashes and other 
problems that we are not sure of. 

The best way for me to explain how I feel is to give you an exam- 
ple of a t 3 T)ical day for myself. I wake up in the morning, and my 
hands are inflamed, and they hurt so bad I cannot make a fist. I 
have to give myself at least an hour — I am sorry — I wake up in the 
morning. My hands are inflamed. I cannot make a fist. I have such 
a hard time walking on my feet that I have to get in the shower 
and allow myself at least an hour before I leave my home. I go to 
work in the afternoon, and within a couple of hours I begin to limp. 
My hands become inflamed and sore again. I have chest and stom- 
ach pains and also have five to six bowel movements a day. 

If you would please take a look at Enclosure 1 that I have put 
in with my testimony. I wanted Mike Lann to show someone that 
the Marine Corps had detected chemicals during the ground war. 

Though Mr. Lann was in the Army and I was in the Marine 
Corps, I do not recall how we met. I spoke with him and invited 
him to my home. There we spoke of many instances that we be- 
lieved that we were exposed to chemical agents. This document is 
enclosed in my investigation and shows how I presented a problem 
that I could not resolve without Lt. General Christmas’ guidance. 

Lt. General Christmas then assigned a JAG officer to gather in- 
formation, and the subject of the investigation was to inquire into 
the circumstances surrounding possible exposure of Sgt. Randy G. 
Wheeler to chemical agents during Operation Desert Storm. The 
General concluded that because of the complexity and the ongoing 
testing by DOD, I should finish testing and get further guidance 
from the VA. 

In March 1994, still on active duty, I left Camp Pendleton, CA, 
and returned home to Cape Coral, FL. I began to travel back and 
forth to McDill Air Force Base in Tampa to see doctors for my ail- 
ments. After spending a lot of my own money and making phone 
calls to California and Washington, DC, I found out about the 
CCEP and what it might be able to do for my wife, my son and 
myself. So, my family and I traveled to McDill Air Force Base and 
completed phase I. 

While there, someone mentioned why had I not been to VA. 
Someone else told me while I was on active duty I could not go to 
VA. In November 1994, and phase I completed, I was told not to 
expect phase II for a few months, so I moved my family and myself 



19 


to Birmingham, AL, because of the reputation I was hearing about 
private doctors and also the VA there. 

In January 1995, my command had authorized advance travel 
pay for my family and had set up phase II at Eisenhower Army 
Medical Center in Ft. Gordon, GA. See Enclosure 2 — excuse me, I 
am sorry about that. This copy I faxed to Senator Shelby will ex- 
plain my visit to Ft. Gordon, GA. This is just one of the two faxes. 
I found the other fax a couple of nights ago after I had finished the 
testimony. 

In Jime 1995, I had to go to the emergency room for a partial 
dislocation of my right shoulder. Again during this month I re- 
turned to the emergency room for burning redness and pain in both 
of my eyes. After these two occasions I started seeing private physi- 
cians, because I was losing hope with the military and still not 
being able to go to the VA. My ophthalmologist. Dr. Parker, has di- 
agnosed me with chronic blepharitis in both of my eyes; and I also 
have a cataract in my left eye. The doctor at Eisenhower told me 
that my eyes were fine. 

I also have seen — ^I have also seen a private rheumatologist for 
my joints, because I have been waiting for over 3 months to be seen 
by ^e VA in this clinic. 

If I may note. I’ve seen a rheumatologist just this past Friday at 
the VA. Dr. Kennedy, my private rheumatologist, has seen me for 
my condition and believes I may have Reiters Syndrome. I do have 
a positive ANA for lupus, but she is not comfortable with giving me 
this diagnosis. 

On July 7, 1995, I was released from active duty and was given 
a 30-percent disability and put on TDRL. I now could pursue the 
Persian Gulf War Clinic at the VA there in Birmingham, hoping 
that this program would be a cure for my problems. But this clinic 
was no different from the CCEP at Ft. Gordon. Everything was 
notated, but all I was getting was, “Let’s do a breathing test if you 
have a chest problem,” or “Let’s check your lymph nodes and do 
some blood tests if you have a cold.” The VA is not doing any spe- 
cific kinds of testing. You have to ask for tests and wait for months 
to see specific doctors, only to be left, in the dark about your health 
problems. 

In July 1995, I began a job at the Post Office. See Enclosure 3, 
please. I have missed many days of work; and I have sent this let- 
ter to Montgomery, AL, to be included in my claim. If my condition 
worsens, I will eventually have to stop working. How long would 
it take to be compensated then? 

The DOD needs to take the blame for our exposures and allow 
the VA to properly diagnose and compensate me in a timely man- 
ner. What I have tried to present to you today is that the VA and 
the DOD has not helped my family nor I in any way. I continue 
to followup with the VA, and I have completed the CCEP but still 
haven’t been tested for anything that might have caused my health 
problems or I have not been properly dia^osed. 

I want to give special thanks to my wife, Lt. General Christmas 
and the private doctors of Birmingham, AL. These are the only peo- 
ple that helped me in einy way. 

Mr. Shays. Thank you Mr. Wheeler. 

[The attachments to Mr. Wheeler’s prepared statement follow:] 
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From: 

Shelia Williams Tour 3 Supervisor ,* 20^31 
United States Postal Service B'ham Plan 
OM« 2-26'96 

lictoraleo 

:Rb«(m No. 




Dear Mr« McLoud: 

I aia vrltizig to you in regards to one of ay employees, 
Randy Wheeler- ( 595 - 16 - 2599 ). Since Reuidy has heen 
vith ufi at the O' ham Plant he has been* a chronic 
complalner of siany different ailments, Sco&e of which 
include: breathing problests. Joint pains, cheat pains, 
stomach pains and fevers. During one pay period, he 
was talten off work by his doctor for seven days due 
to Joint palna and three doyo for atdmach pains. 

On several occaaslons, Randy has had to leave work 
and go to the emergency room. He constantly has 6 o 
go hack and forth to different clinics for medical 
test. 

If you have any questions, you may conteict me at 
521 -O 26 O,. I will be happy to assist you In any way 
I can. 

Sincerely, 
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Mr. Shays. We now with go to Kimo Hollingsworth. Mr. Hol- 
lingsworth is also a Persian Gulf war veteran. Would you lower 
that mic a little hit? 

Mr. Hollingsworth. Mr. Chairman, I have submitted written 
testimony to the subcommittee, and I ask that it be made part of 
the written record. 

Mr. Shays. It will be submitted. 

Mr. Hollingsworth. Mr. Chairman and members of the sub- 
committee, I would like to thank you for holding this hearing re- 
garding illnesses and diseases reported by veterans who served in 
the Persian Gulf war. I am honored and grateful to present my per- 
sonal views regarding this issue. 

I realize that todays hearing will focus on VA. However, I would 
like to recommend that Congress address the inadequacy of the 
U.S. military’s chemical and biological warfare agent detection and 
protection capabilities. This national security issue is extremely im- 
portant to veteran’s health issues, especially since the Department 
of Defense has been reluctant to address the gaping hole in the Na- 
tion’s chemical and biological warfare defensive capabilities. 

Mr. Chairman, I deployed to the Persian Gulf as part of Oper- 
ation Desert Shield and Desert Storm. During the war, I served an 
artillery platoon commander and participated in the liberation of 
Kuwait. 

In September 1991, I redeployed to the Persian Gulf via ship as 
part of the Central Command Landing Force where we conducted 
numerous amphibious exercises. Upon my return to the United 
States I felt physically fit, with the exception of postnasal drip and 
coughing of dark green chunks of sputum, which I dismissed as bad 
sinuses. 

In late November 1992, I came down with what I thought was 
a severe case of the flu. In January 1993, the symptoms persisted; 
and in February and March, my condition worsened. 

In April, I contacted the VA’s Persian Gulf registry and sched- 
uled an exam. The VA doctor informed me that the sputum and 
pain in my center chest were normal in some people and that I 
was, overall, in excellent physical condition. I was then directed to 
a social worker who discussed the issue of posttraumatic stress dis- 
order. 

Like other veterans, my concern about future health problems 
led me to also file a claim with the VA for disability compensation. 
In February 1994, VA denied my claim because I was provided 
with several diagnoses; and these conditions were not present in 
my active duty medical records. 

In regards to claims, it is my own personal opinion that VA doc- 
tors are providing veterans with diagnoses on the compensation 
and pension exams so Public Law 103-^66 will not apply. Like my- 
self, veterans want their health restored, not disability compensa- 
tion. 

Mr. Chairman, when veterans first began to complain of health 
problems, VA and DOD refused to acknowledge that those prob- 
lems existed until organizations like the American Legion and sick 
veterans raised these concerns with the Congress. Although Con- 
gress has mandated VA to address health problems of sick veter- 
ans, medical care and access to that care remains inadequate. Vet- 
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erans continue to be treated symptomatically; and when physicians 
are unable to determine the causes of symptoms, the immediate 
presumption is that the veterans’ illnesses are stress related or 
imaginary. 

In May 1994, after yielding to immense congressional pressure, 
DOD reluctantly initiated steps to examine sick Persian Gulf veter- 
ans and provide health care. Like the VA, DOD physicians con- 
tinue to treat sick Persian Gulf veterans symptomatically. Unlike 
the VA, military physicians have predetermined that veterans’ ill- 
nesses are psychosomatic, regardless of medical conditions which 
prove otherwise. 

Sadly, some veterans have died because of these alleged psycho- 
somatic conditions. Personally, I do not have a problem with a 
stress diagnosis. However, for claims purposes, VA doctors in the 
field generally do not provide veterans with a clinical diagnosis of 
stress; and, in most cases, veterans who have been diagnosed and 
treated for stress are not better but worse. 

Equally disturbing is the fact that VA and DOD administrators 
in Washington promote a blanket diagnosis of stress-related ill- 
nesses. Ironically, these administrators are not practicing physi- 
cians but rather professional bureaucrats. Many veterans get the 
impression that the professional bureaucrats in VA and DOD exist 
simply to limit the Government’s financial liability. 

It is also disturbing that when veterans seek treatment from out- 
side sources sensible medical diagnoses are found, a treatment is 
provided, and although veterans are not cured there is a positive 
response to these treatments. 

It has been 5 years since the Persian Gulf war, and Government 
researchers are no closer to finding medical solutions to veterans’ 
health problems than when these problems first appeared. Many 
believe that the cause of these illnesses has not been determined 
because VA and DOD would rather endlessly research these prob- 
lems. 

In regards to specific causes, serious research and treatment for 
low-level chemical warfare exposure has not been initiated because 
DOD maintains that such exposures didn’t occur. The inadequacy 
of the military’s detection and protection equipment, coupled with 
the recent findings provided by the United Nations inspection 
teams surrounding Iraq’s chemical and biological capabilities, 
should make research and treatment for these types of exposures 
a national priority. This is especially true since United States 
forces are currently deployed to Bosnia with the exact same equip- 
ment used in the Persian Gulf, and where large stockpiles of chem- 
ical weapons exist. 

VA and DOD should also reconsider research and initiate treat- 
ment for veterans exposed to smoke from the oil well fires. Smoke 
from the oil well fires surrounded the theater of operations for 
days, weeks and months. Veterans were surrounded by and inhaled 
oil well smoke daily with no protective equipment. 

I am concerned because the Federal Government is fighting to 
regulate cigarettes, which is known to cause numerous types of ill- 
nesses. Personally, I breathed smoke from Kuwaiti sweet crude and 
accompanying oil field chemicals for 5 months straight. 
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Mr. Chairman, research on the para:site Leishmaniasis should 
also be reconsidered. Presently, there is no gold standard test for 
the parasite; and persons who test positive for the disease can test 
negative on numerous future tests. I am concerned for the general 
public because the parasite can survive blood bank storage, and 
current medical tests cannot determine if persons definitively have 
the disease or do not have the disease. If there is no gold standard 
test for the disease, how can VA and DOD be sure that veterans 
do not have the parasite? 

Mr. Chairman, in closing, I would like to say that if the Govern- 
ment cannot make sick Persian Gulf veterans well, then veterans 
need to be informed of this fact. Personally, I believe that many 
veterans are suffering from low-level chemical warfare agent expo- 
sures. I also believe that there may be no easy medical solutions 
except healthy living and time. 

As an American who volunteered to serve my country, I can ac- 
cept bad medical news. What I cannot except and will not tolerate 
are professional bureaucrats that first deny a problem exists, then 
minimize problems once they surface and, last, make the problems 
seem more complex so endless studies can be conducted. The Fed- 
eral Government, especially the Department of Defense, must learn 
that young men and women of this country are valuable resources. 
Mr. Chairman, I am a combat veteran, not an expendable item. 

This concludes my testimony. 

[The prepared statement of Mr. Hollingsworth follows:] 

Prepared Statement of Kimo S. Hollingsworth, Persian Gulf War Veteran 

Mr. Chairman and members of the subcommittee, I would like to thank you for 
holding this hearing regarding illnesses and diseases reported by veterans who 
served in the Persian Gulf War. I am honored and grateful to express my personal 
views concerning this important, complex and emotional veterans’ healtn and na- 
tional security issue. 

I realize that today’s hearing will focus on the current status of medical research 
on veterans’ illnesses, and the Department of Veterans’ Affairs (VA) efforts to re- 
spond to veterans’ health complaints. However; before I begin my actual statement, 
I would like to recommend that Congress address the inadequacy of the United 
States military’s chemical and biological warfare agent detection and protection ca- 
pabilities. This national security issue is extremely important to veterans’ health is- 
sues, especially since the Department of Defense has been reluctant to address the 
“gaping hole” in the nation’s chemical and biological warfare defensive capabilities. 

Mr. Chairman, on January 1, 1991, I was deployed to the Persian Gulf as part 
of Operation Desert Shield/Storm. During the war, 1 served as an artillery platoon 
commander for an H Battery, 3D Battalion, lOTH Marines, 2ND Marine Division. 
In that capacity, I participated in the liberation of Kuwait and was responsible for 
seventy-two Marines, four M198- 155mm howitzers, numerous vehicles, crew-served 
weapons systems and communications assets. Prior to and during the deployment 
to the Persian Gulf, I was in excellent physical condition. 

In mid May 1991, I returned to the United States and was assigned as the Execu- 
tive Officer for another firing battery. In June, the unit prepared for a six month 
deployment back to the Persian Gulf with Battalion Landing Team 1/8, 22ND Ma- 
rine Expeditionary Unit (22 MEU). In September, 22 MEU returned to the Persian 
Gulf via ship to become the Central Command Landing Force. Once again, I was 
in excellent physical condition. Upon my return to the United States, I prepared for 
my release from active service which occurred in May 1992. During this time period 
I felt physically fit, with the exception of post nasal drip and the coughing up of 
dark sputum which I dismissed as bad sinus problems. 

In July 1992, I accepted a position with a major Wall Street brokerage firm as 
a Financial Consultant. In late November 1992, I came down with what I thought 
was, a severe case of the flu. Two weeks later, my health became progressively 
worse. Major symptoms consisted of; 

— severe constant headaches 
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— severe muscle and joint pain 
— severe chronic fatigue 
— sharp pain in my center chest 

— increased coughing of dark green sputum which was now in hardened chunks 
— severe increase in urination U would wake 3-4 times a night to urinate) 

— ^periodic blurred vision 
— ^memoiy loss 
— ^low grade fever 

By the beginning of January 1993, the symptoms persisted and in February and 
March my condition worsened. In April 1993, I contacted the Persian Gulf registry. 
I was told of the remstry through a contact at The American Legion. I also learned 
of Doctor Edward Hyman who was treating sick Persian Gulf veterans in New Orle- 
ans. Despite my symptoms, the VA hospital in Washington, DC performed a com- 
plete physical and concluded that I was in excellent health. The VA doctor informed 
me that the dark green chunks of sputiun and pain in the center chest were normal 
in some people. I was then directed to a social worker who discussed the issue of 
Post Traumatic Stress Disorder. The VA also provided me a brochure outlining psy- 
chological counseling services available to Persian Gulf veterans. 

After my encounter with the VA, I decided to pursue the medical treatment pre- 
scribed by Doctor Hyman in New Orleans. Doctor Hyman informed me that he had 
refined an old medical technique to stain urine and evaluate the sample under a 
microscope. According to Doctor Hyman, my urine sample contained abnormal 
amounts of Streptococci bacteria. In mid May of 1993, I received treatment from 
Doctor Hyman, which consisted of massive doses of antibiotics, and immediately my 
health improved. As a result of Doctor Hyman’s treatment, I have regained about 
eighty to ninety percent of my health. 

Like other veterans, my concern about future health problems related to this issue 
led me to also file a claim with VA for disability compensation. In the fall of 1994, 
I received a VA compensation and disability exam at the VA hospital in Martins- 
burg. West Virginia. Upon conclusion of the exam, the following diagnoses were 
noted: 

— ^mUd Prostatitis 
— ^irritable bowel syndrome 
— ^possible restrictive pulmonary disease 

— ^mild right hemisphere dysfunction which fits within the DSM III-R framework 
termed organic brain syndrome 
— anxiety disorder 

In February 1994, the VA Regional office in Philadelphia, Pennsylvania denied 
my claim. VA administered my claim in accordance with ^blic Law 103-^66, which 
authorizes the Secretary of Veterans Affairs to award disability and compensation 
for Persian Gulf veterans with unknown illnesses. According to the denial notice, 
my claim was rejected with regards to the new law because I was provided with 
several diagnoses, and these conditions were not present in my active duty medical 
records. In regards to claims, it is my personal opinion that VA doctors are provid- 
ing veterans with diagnosis on compensation and pension exams so the new law will 
not apply. Currently, I participate in the United States Marine Co^s Reserves. For 
me the issue of disability compensation is irrelevant. Any disability payment I re- 
ceive, would be offset in my reserve pay. Like myself, Persian Gulf veterans just 
want to be sure that injuries which resulted from service in the Persian Gulf will 
be given appropriate m^ical care. Simply put, veterans want their health restored, 
not disabihty compensation. 

In regards to the overall issue of Persian Gulf illnesses, I would like to share sev- 
eral observations with the subcommittee. When veterans first began to complain of 
health problems, VA and DoD refused to acknowledge that these problems existed. 
When organizations like The American Legion and sick veterans raised these con- 
cerns with congressional members. Congress took action. As a result, VA initiated 
the Persian Gulf Registry and requested legislation which would authorize the 
treatment of sick Persian Gulf veterans in VA facihties. However, DoD consistently 
and repeatedly refused to acknowledge the health problems of veterans and active 
duty service personnel. 

iUthough Congress has mandated VA to address the health problems of sick Per- 
sian Gulf veterans, medical care and access to that care remains inadequate. Veter- 
ans continue to be treated symptomatically, and when physicians are unable to de- 
termine the cause of the symptoms, the immediate presumption is that the veterans 
illnesses are stress related or imaginary. In May 1994, after yielding to immense 
congressional pressure, DoD reluctantly initiated steps to examine sick Persian Gulf 
veterans and provide health care. Like the VA, DoD physicians continue to treat 
sick Persian Gulf veterans symptomatically. Unlike the VA, military physicians 
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have predetermined that veterans’ illnesses are psychosomatic, regardless of medi- 
cal conditions which prove otherwise. Sadly, some veterans have died as a result 
of these alleged psychosomatic conditions. 

Personally, I do not have a problem with a stress diagnosis. However, for claims 
purposes, doctors in the field generally do not provide veterans with a clinical diag- 
nosis of stress, and in most cases, veterans who have been diagnosed and treated 
for stress related problems are not better, but worse. I am not a medical doctor but 
I would think that if veterans have stress related problems and they are treated 
for these problems, they would get better and not worse. 

Equally disturbing is the fact that VA and DoD administrators in Washington, DC 
also promote a blanket diagnosis of stress related illnesses. Ironically, the adminis- 
trators which subscribe to the stress related diagnosis are not practicing physicians, 
but rather professional bureaucrats. Many veterans get the impression that the pro- 
fessional bureaucrats in VA and DoD exist simply to hmit the governments financial 
liability. 

It is also disturbing that when veterans seek treatment from outside sources, sen- 
sible medical diagnosis are foimd, a treatment is provided, and although veterans 
are not cured, there is a positive response to these treatments. It has been five 
years since the Persian Gulf War and government researchers are no closer to find- 
ing medical solutions to veterans’ health problems than when these problems first 
appeared. Many believe that the causes for veterans’ illnesses have not been deter- 
mined because VA and DoD would rather endlessly research the problem. The fact 
is, there is an abundance of medical research available which supports many of the 
suspected causes. Like veterans exposed to mustard gas, ionizing radiation and 
Agent Orange, many Persian Gulf veterans beheve VA and DoD will still be re- 
searching this issue fifteen years fiom now with no concrete medical solutions. 

In regards to specific causes, serious research and treatment for low level chemi- 
cal warfare agent exposure has not been initiated, because DoD maintains that such 
exposures did not occur. I am concerned because the chemical warfare agent detec- 
tion equipment used in the Persian Gulf was inadequate to detect unhealthy low 
levels of these types of agents. The inadequacy of the militanfs detection and pro- 
tective equipment, couplM with the recent findings by the United Nations inspec- 
tions teams surrounding Iraq’s chemical and biological capabilities should make re- 
search and treatment for these types of exposures a national priority. Especially 
since U.S. forces are currently deployed to Bosrua, where large stockpiles of chemi- 
cal weapons exists. 

VA and DoD should also reconsider research and initiate treatment for veterans 
exposed to smoke fiom the oil well fires. Smoke from the oil well fires surrounded 
the theatre of operations for days, weeks and months. Veterans were surrounded by 
and inhaled oil well smoke daily, with no protective equipment. I am concerned be- 
cause the federal government is fighting to regulate cigarettes, which is known to 
cause numerous ^pes of illnesses. Personally, I breathed smoke from “Kuwaiti 
sweet crude” and accompanying oil field chemicals for 5 months straight. Knowing 
the types of illnesses caused by cigarette smoke, I am scared to think about the 
types of illnesses caused by the residue and smoke of crude oil. 

Kesearch on the parasite Leishmanisis should also be reconsidered. Presently, 
there is no gold standard test for the parasite and persons who test positive for the 
disease can test negative on numerous future tests. I am concerned for the general 
public, because the parasite cem survive blood bank storage, and current medical 
tests cannot determine if persons definitively have the disease or do not have the 
disease. If there is no gold standard test for the disease, how can VA and DoD be 
sure that veterans do not have the parasite. 

Mr. Chairman, in closing I would like to say that if the government cannot make 
sick Persian Gulf veterans well, then veterans need to be informed of this fact. Per- 
sonally, I believe that many veterans are suffering from low level chemical warfare 
agent ejmosures. I also believe that there may be no easy medical solutions except 
healthy living and time. As an American who volunteered to serve my country, I 
can accept bad medical news. What I cannot accept and will not tolerate are profes- 
sional bureaucrats that first deny a problem exists, then minimize problems once 
they surface, and lastly make the problems seem more complex so endless studies 
can be conducted. ’The federal government, especially the Department of Defense, 
must learn that young men and women of this county are a valuable resource. I 
am a combat veteran, not an expendable item. Mr. Chairman, this concludes my tes- 
timony. 

Mr. Shays. I thsink all of our witnesses today, and I am going 
to ask a few questions, and then I yield to my colleague, Mr. Upton 
from Michigan. 
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First, were all of you given very comprehensive medical evalua- 
tions before you went to the Persian Gulf? I’d like to ask each of 
you. 

Mr. Gleason. As a reservist, I think that we were given exten- 
sive — 

Mr. Shays. I want to know what you were given. Were you given 
an extensive medical evaluation before you went to the Persian 
Gulf? 

Mr. Gleason. Yes, we were. 

Mr. Shays. Mr. Martin. 

Mr. Martin. No, sir, I was not. We were told, you are going to 
the Middle East. That was basically it. I was active duty. I was a 
U.S. paratrooper out of Ft. Bragg. 

Mr. Shays. Mr. Wheeler. 

Mr. Wheeler. I had a basic physical because I just attended — 
at the time, I was in NCO school in Twentynine Palms, CA, in the 
Marine Corps; and I just had a basic physical exam to start school. 

Mr. Shays. Mr. Hollingsworth. 

Mr. Hollingsworth. Mr. Chairman, I was given a standard Ma- 
rine Corps predeployment physical. 

Mr. Shays. I would like to ask each of you, when you got back 
from the Persian Gulf were you given a serious medical evaluation 
then? 

Mr. Gleason. No, we weren’t. We went to Camp Lejeune; and we 
were given some blood tests, gave stool samples; and that was it. 

Mr. Shays. Mr. Martin. 

Mr. Martin. No, sir, I wasn’t. When I came home, I was terribly 
sick. I was vomiting fluorescent-looking juice. I was having terrible 
problems, and I constantly was being rushed to the hospital 
and 

Mr. Shays. But you were not given any 

Mr. Martin. I was not — all they did was tell me I had a stomach 
viral infection and sent me on my way. 

Mr. Shays. Mr. Wheeler. 

Mr. Wheeler. No, sir. 

Mr. Hollingsworth. Immediately following my deployments, I 
was not given a physical. However, shortly thereafter I did sepa- 
rate from the active service, and that is required. 

Mr. Shays. When you separated, but not when you came back? 

Mr. Hollingsworth. Yes, sir. That is correct. 

Mr. Shays. All of you are no longer in the service, is that correct? 

Mr. Hollingsworth. Sir, I currently participate in the U.S. Ma- 
rine Corps Reserves. 

Mr. Shays. So you are a reservist. 

First off, this committee has oversight of the Department of Vet- 
erans Administration for programs — waste, fraud and abuse, how 
they conduct themselves, what they do. Our job is to do the over- 
sight, and that is what we are doing. 

I want to just reaffirm what I said in my opening statement. 
This is not a 1-day hearing. We are allowing you to open up this 
hearing. We are going to get into this extensively, and we’re going 
to focus on the concept of focus. We want to be certain that the De- 
partment is truly focusing on the complaints that our veterans are 
making. 



32 


We then also want to move them to a sense of urgency. We want 
to resolve this very quickly — as quickly as we can. 

Now none of you had to testify, and we appreciate your coming 
to testify. First, Mr. Gleason, I need to be clear on this. You talked 
about your unit. You didn’t really focus in on yourself in your state- 
ment. Are you coming before this committee as someone who be- 
lieves that have you contacted illnesses and are not getting a re- 
sponse? 

Mr. Gleason. That’s true. I don’t like to talk about my illnesses. 
I went down twice at Carrier Corporation where they have had to 
take me — ^rush me to the hospital. 

Mr. Shays. The bottom line is, all four of you are here for your 
own personal experience; and then you have kept in touch with 
others — you more than some other individuals. 

Mr. Gleason. That is correct. 

Mr. Shays. And I want to just affirm this, if it is true; and if it 
is not, I want you to say it isn’t. What I get a sense from — and di- 
rect statements from a few of you — ^is that when you have gone to 
complain, basically they have told you, in a sense, that it is stress 
related or that it is in your mind and not really happening? Is this 
accurate? 

Mr. Gleason. It’s accurate, but it’s changed on our behalf be- 
cause we have showed that we are dealing with a company of 76 
Marines. We have held a conference at a hotel in S 5 Tacuse 

Mr. Shays. The first contact — ^but you are now saying for you, 
Mr. Gleason, it has changed. 

Mr. Martin. 

Mr. Martin. Sir, actually the reason I came here to testify is the 
VA has handed me everything I’ve demanded on a silver platter. 
But it’s taken Congressman Upton, Senator Riegle, national press, 
the Phil Donahue Show, these kinds of thing I have been on to get 
everything that I could get. 

I have been afforded the chances to be seen at Georgetown Uni- 
versity, George Washington Ambulatory Care. They paid for me to 
go to civilian doctors. They will not wrinkle me at all. But, unfortu- 
nately, people like these veterans or the veterans that are behind 
me, they are not given that; and this is what is wrong. 

Mr. Shays. I hear why you are here. 

Mr. Wheeler. 

Mr. Wheeler. Could you redirect the question again? 

Mr. Shays. The question basically is that — the sense that this 
committee is getting, that I am getting, is that your initial contact 
with DOD and the Department of Veterans Affairs was that this 
was something more in your mind than in your body? 

Mr. Wheeler. Yes, sir. They just were not doing studies. Just no 
studies. 

Mr. Shays. Mr. Hollingsworth. 

Mr. Hollingsworth. Mr. Chairman they did not inform me di- 
rectly that I have stress-related illnesses. However, it sure was in- 
sinuated. 

Mr. Shays. I need to be clear as well in terms of the Department 
of Defense versus the Depautment of Veterans Affairs. Is your con- 
tact — I want each of you to tell me where you have had your most 
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contact, with the Defense Department hospitals or the Department 
of Veterans Affairs hospitals and doctors and so on? 

Mr. Gleason. The VA, sir. 

Mr. Martin. The VA. 

Mr. Wheeler. Both, sir. 

Mr. Hollingsworth. Both, sir. 

Mr. Shays. Thank you. 

Mr. Upton. 

Mr. Upton. Thank you, Mr. Chairman, and I again appreciate 
the opportunity not only to offer up a witness from my district 
who’s been very involved in this, but also to sit in on the panel to 
listen to all the folks who are testifying. 

I guess I would like to ask Brian Martin, my witness, as I have 
spent many hours with him, and my staff as well, in the course of 
the last couple of years; and we have met, obviously, a number of 
times, both here and back in Michigan. One of the things that 
didn’t come out in your oral testimony, part of it is in your written 
statement that is quite lengthy — and I appreciate the time that you 
have spent on it — is sort of along the lines that Mr. Wheeler was 
talking about and that is that it impacts also your family — ^your 
wife who sits beside you this morning as well as your kids. 

And what I would like you to explain before the chairman is 
some of the symptoms that have impacted your family and the re- 
sponse that you have had from veterans and also your work in es- 
sence trying to set up some t}^ of informal adjunct remstry or 
contact — network maybe would be a better word to describe it — of 
the folks around the country that have also experienced the same 
type of things that you and Mr. Wheeler had experienced and the 
advance back from the VA. 

Mr. Martin. That’s a lot. 

Basically, right after — aright after I came home, my wife became 
pregnant — ^this is after I came home from the Gulf war — and imme- 
diately she started having health problems. She was bedridden 
through the whole pregnancy. I mean, just everything was wrong. 

And then, when our child was bom, there was complications. He 
almost died at birth. He still suffers from respiratory illnesses and 
rashes that he has. 

She has lumps in her breast. She has the female infections that 
all females that eire married to Persian Gulf veterans are getting. 
So many problems, and they parallel what is going on with me. 

Actually, what I sadd, through your help and through Senator 
Riegle’s and national press, she was also awarded 1 year’s free 
medical care at Walter Reed through the Secretary of Army; and 
that was as big a joke as what I have dealt with with the VA, very 
disappointing. When a veteran has nowhere else to turn, and they 
think that the VA and the Department of Defense — ^the only people 
that you think you can trust, when they turn their back on you and 
they lie to you and they make you think that you are stupid or 
crazy or nothing is wrong with you, this is terrible. 

What I’ve actually done in the past 5 years is just basically 
talked to any veteran that will call me or I will call him and I have 
asked questions. I have questionnaires myself. 

And one thing that I’ve done, I haven’t even shown you yet, I just 
finished it, is I have a med-analysis of all the surveys that’s been 
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done on Persian Gulf syndrome from the CCEP to the National 
Gulf War Resource Center here in Washington. What I’ve done is 
I’ve combined all those surveys by comparable questions and the 
figures and put it together, and it’s unbelievable how the CCEP 
and the Department of Defense and the VA and all of that is so 
much different than what is really happening in the world. 

You know, it’s hard for me to continue on what to say, because — 
I mean, I was a paratrooper for the United States. I had 7 years 
karate. I joined the military at 26. I was in top physical condition. 
Six months later, my whole body just fell apart. I am still falling 
apart. Now they t hi nk I have lupus and early symptom stages of 
Alzheimer’s, and I am only 33 years old. 

My conditions are not going to get better. They only seem to be 
getting worse. My wife is getting worse. My son is the only one who 
seems to be getting better out of the three of us, and my 5-year- 
old daughter is the only healthy one that lives in our family. 

And when we are hearing that this is stress related or — I mean, 
I have been told that it’s stress. I have been told that the reason 
I am sick is because I opened up a can of worms that I didn’t want 
to in the VA. 

This is totally ludicrous and crazy, and I don’t know where else 
to turn from here than to do something like this and say this has 
got to change. Congress or somebody has to wake up the VA and 
say enough is enough. We do not believe anymore. These people are 
sick, and we believe them, and we are going to help them. 

Mr. Upton. Do you feel that the VA has taken, made an ade- 
quate effort to contact family members of those with the syndrome 
such as Mr. Wheeler described? 

Mr. Martin. No, sir, not at all. Like I said in my testimony about 
the — there is a Veterans Improvement Act that the VA has. As a 
matter of fact, it is right — ^the National Health Survey of Persian 
Gulf Veterans and Family Members. The law states actually that — 
I had it quoted — anyway, the law basically states that if you are 
on the registry, and you think that you have an ill family member, 
you can contact the VA. They will test your family member, not 
treat; it says that very clearly. They will bring your family member 
out to the VA, they will test them, not treat them, and put that 
information in the registry along with your information. 

What it does not state is that they are randomly picking those 
names. They picked like 30,000 names. They put names in a com- 
puter and the computer spits out the names, and that is what I 
don’t understand. Dr. Frances Murphy, Dr. Susan Mathers and ev- 
erybody else that we have talked to in the VA knows that my wife 
is sick, wives like Kelly Albuck. There are so many wives across 
this country that the VA knows are sick and yet they do nothing 
about that. They say, we don’t even consider them for candidates 
because this computer spits out names on a random basis. 

But out of all the veterans that we know, I do not know one per- 
son or one wife that has been picked to be put on that survey. I 
do not know one wife that the VA has tested. The only reason my 
wife received testing was because the Secretary of the Army did it 
because of Senator Riegle’s pressure because of the press pressure 
and because I bugged the hell out of General Blanck. 
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Mr. Upton. I appreciate you coming to Washington. I appreciate 
very much the outlook of tMs subcommittee, and I would hope that 
in the weeks and months ahead we can get the VA to address those 
legitimate questions that you raised. Thank you, Mr. Chairman. 

Mr. Shays. Mr. Gleason, I am going to talk a little about your 
survey, but I want to have all witnesses respond to this question. 
Were you well before you went to the Persian Gulf, and did you 
come back not well or eventually not well? Mr. Gleason. 

Mr. Gleason. I was well when I went over there and when I 
came back I have got some sicknesses that need to be taken care 
of. 

Mr. Shays. Do you feel that these are sicknesses that will ulti- 
mately be healed, or do you feel that you are going to be carrying 
these sicknesses around for a while? What is your own attitude 
about it? 

Mr. Gleason. Hopefully, my attitude is that they find some solu- 
tion within the next couple of years and that can be taken care of 
My concern is my men that were 20, 21 years old that went over 
there. They are 25, 26, 27 years old now 

Mr. Shays. I just want to know your situation. Mr. Martin, you 
basically testified that you were well when you went in and not 
well when you came back. 

Mr. Martin. Yes, sir. 

Mr. Shays. And that it has afiiected your family as well. Mr. 
Wheeler. 

Mr. Wheeler. I was in very good condition before I left, running, 
lifting weights since high school, very good condition. When I came 
back I had some skin problems and mild aching and pains, but fig- 
ured it was from tr 3 dng to get back in shape again from sitting over 
there. 

Mr. Hollingsworth. I was in excellent condition before I was 
deployed and when I returned my health deteriorated rapidly. 

Mr. Shays. There are three or four basic theories or more that 
are going to probably come along, but one is long-term exposure to 
the burning oil wells. 

Mr. Gleason, were you exposed to the burning oil wells? 

Mr. Gleason. Yes, and the whole unit was and extended because 
we stayed in the blackened forest while everybody was pulling back 
and out of our battalion. We stayed there an extra 2 V 2 months. 

Mr. Martin. No, sir, I was not exposed to it. 

Mr. Wheeler. Yes, sir. 

Mr. Hollingsworth. Yes, sir. 

Mr. Shays. The second one is exposure to chemical or biological 
weapons. 

Mr. Gleason, your sense? 

Mr. Gleason. My sense on that is what Senator Riegle said, that 
they got proof that they blew up the plants and the ammo dumps 
and went into a plume and then dropped radiation and stuff on us. 

Mr. Martin. Yes, sir. I know for a fact I was exposed to minute 
amounts of chemicals. 

Mr. Wheeler. Yes, sir, low levels of nerve agent at the first 
breach site for Task Force Ripper, again MOP level 4 for over 20 
to 30 minutes at the El Jabor Airfield, that was sulphuric mustard. 
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and full readings for over 3 minutes at the southwest side of the 
international airport. 

Mr. Hollingsworth. I can’t definitively say, yes, but there is no 
doubt in my mind I was exposed. 

Mr. Sh.\YS. Were any of the four of you in a situation where you 
had to use masks, where you were told you needed to use masks? 

Mr. Gleason. Yes. 

Mr. Shays. I want each of you to answer. 

Mr. Gleason. 

Mr. Gleason. Yes, there was. Going through Red Lane 1 there 
were chemical mines that we went to MOP 4 then. We were MOP 
3 going in with the tanks. And then with that alert we went to 
MOP 4. 

Mr. Shays. One of the disadvantages of coming before a Member 
who is not on the Armed Services Committee is that you might 
have to define terms. 

Mr. Gleason. MOP 3 is all chemical suiting but the gas mask. 
MOP 4 is the gas mask, and that is the highest stage. 

Mr. Shays. So you went to the highest stage, you had the 
clothes, but you had to put on the mask? 

Mr. Gleason. Yes. It later came out in the Reigle report that 
Ripper Lane and Red Lane 1 was chemical attack. 

Mr. Martin. Yes, sir. I would have to be in MOP 4, 4 to 5 times 
a day for 40 days. Our alarms would go off that many times. 

Mr. Shays. And you would put on the mask. 

Mr. Martin. The mask, the uniform, the boots and the gloves. 

Mr. Shays. So if the mask were not working that would raise 
some real doubts in your mind? 

Mr. Martin. Actually, I took an Iraqi gas mask because I didn’t 
have confidence in my mask, but I knew theirs would work. 

Mr. Shays. In a private conversation, I would like to talk to you 
more about that, Mr. Wheeler? 

Mr. Wheeler. Yes, sir. Five different occasions we went to MOP 
level 3 and 4. I would like to emphasize that level 3 is with the 
gas mask without gloves. MOP level 4 is with gloves and hood. 

Mr. Hollingsworth. Sir, because I was in the artillery, which 
is a high priority target, we were in MOP level 3 during the dura- 
tion. 

Mr. Shays. So you were wearing the uniform 

Mr. Hollingsworth. With the exception of the mask, yes, sir. 
We did go to MOP level 4 with the mask as well. 

Mr. Shays. The last question on this issue is how many of you 
were potentially exposed to depleted uranium? That would be dif- 
ficult to determine. 

Mr. Gleason. With the tankers, that is not too hard to ask. We 
had 30 rounds of those black tips they call them, which was ura- 
nium rounds, and we carried them from January to April. We shot 
a few tanks up. We went into those tanks. At one point it was even 
told that we could take a tank back to Syracuse, believe it or not 
as a war trophy. I went into dozens of tanks trying to get parts in 
these tanks to make a war trophy. 

Mr. Shays. Enemy tanks? 

Mr. Gleason. Enemy tanks that we shot up. 
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Mr. Martin. No, sir. I have no idea if I was exposed to depleted 
uranium. 

Mr. Wheeler. I have no idea, but I did check tanks and a 
ZSU23-4 after it had been hit with artillery. 

Mr. Hollingsworth. Like Mr. Wheeler, I have no idea. How- 
ever, I did investigate several tanks. 

Mr. Shays. When you say you did, you went inside them? 

Mr. Hollingsworth. Yes, sir. 

Mr. Shays. I would imagine if I have a serious illness and no- 
body seems to be finding the reason why and the solutions for how 
you could be cured that you begin to do your own research. Is that 
accurate on the part of all of you? 

Mr. Wheeler. Yes, sir. 

Mr. Shays. Mr. Gleason, what was the most surprising thing 
about your survey of 75 to 76 members? 

Mr. Gleason. That there were only nine that didn’t have symp- 
toms. We went by the symptoms that the VA told us; that if you 
had 5 or more of these 25 symptoms and had it for 6 months or 
longer, you were declared as a Desert Storm Syndrome. 

Mr. Shays. So when you had symptoms, you made it fairly clear 
to them what you wanted. If 20 percent responded a particular 
way, say, for fatigue, they would have had to say that this hap- 
pened not once or twice; that there was a duration before you ac- 
cepted that as truth? 

Mr. Gleason. Right; 6 months. 

Mr. Shays. You wanted some history, whether shortness of 
breath, constipation, diarrhea, blurred vision, tremors, you wanted 
to see 6 months of that before they could answer in the affirma- 
tive? 

Mr. Gleason. Yes, sir. 

Mr. Shays. We have other panels and you have kicked off this 
hearing. There is lots more we could ask. Is there any question you 
wish I had asked you? 

Mr. Martin. Sir, I would like to say that when my wife was in 
Walter Reed only two people there knew that she was not in the 
war. That was Gieneral Blanck and one of his aides. When she left 
after the month of June; she was there the whole month of June, 
when she was discharged she was diagnosed with somatization dis- 
order, which is a very common diagnose that the VA and the DOD 
gives veterans. 

She also had diagnosis of PTSD. My wife was not in the war, was 
never in the service. This is how ridiculous this program is. They 
thought she was there. They give her the diagnosis. That tells you 
how deep their medical evaluations went. 

Mr. Shays. You do trigger two more questions. I would like to 
know whether you have had trouble having your records trans- 
ferred from DOD to the VA? Have any of you had a problem? If 
you do not answer in the affirmative, then I will assume that none 
of you have had a problem. 

Mr. Gleason. We had got problems with reservists. When we got 
back, like Jeff Rawls became sick right away. To this day, nobody 
knows where his health records are. When we continue to ask 
where these records are, they don’t know where they are at. They 
have been destroyed, a lot of excuses that are not acceptable. 
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Mr. Shays. Mr. Martin, everything else started to go well for you 
in terms of response. Did you have problems 

Mr. Martin. Sir, the DOD still says I was never in the Army. 
There is no 201 file on me. There are certified copies that keep ap- 
pearing in Dr. Murphy’s office, but nobody seems to know where 
they come from. To this day, though, the Army says I was never 
in the Army. 

Mr. Shays. You are under oath and it sounds great, but could 
you be a little more specific? 

Mr. Martin. I have no 201 file in St. Louis on me. 

Mr. Shays. That is quite significant Mr. Wheeler. 

Mr. Wheeler. I gave a personal copy to the Veterans Affairs Of- 
fice of my medical record. 

Mr. Shays. So you had your entire record that you gave them in- 
stead of DOD 

Mr. Wheeler. I do not know if they gave it to them or not be- 
cause I had a photocopy of everything I had before I left my com- 
mand. 

Mr. Hollingsworth. Because I left active duty and shortly 
thereafter joined the Reserves, there were no problems locating my 
records. 

Mr. Shays. Basically, you could register with DOD or the VA. I 
want to know if anyone from the Department of Veterans Affairs 
said you served in the Persian Gulf; we want to know your condi- 
tion, without you proactively making that effort. 

Mr. Gleason. It never has happened to any of my 76 Marines. 

Mr. Shays. My simple mind just wants to know why we haven’t 
done an all-out effort to contact every veteran and to have them 
have a physical. Have you had responses as to why that hasn’t 
happened? 

Mr. Gleason. No, sir. That is why I took it upon myself in the 
last 2 V 2 years and a lot of money to do this for my 76 Marines that 
were under my command. I can tell you one thing; that my battal- 
ion commander and my battalion XO have not helped on this, and 
they are still in the Active Reserves. 

Mr. Shays. Do you think that is probably the reason? 

Mr. Gleason. I know it is the reason. They have a mission to 
do, they are there to do it, and they are not going to fool around 
with sick Marines that are out. 

Mr. Shays. They don’t want to fool around with sick Marines, or 
is it a concern that they are in a vulnerable situation in still being 
under the DOD? 

Mr. Gleason. I think that would be the reason. 

Mr. Shays. Mr. Martin, you got to them so quickly they weren’t 
going to seek you out? 

Mr. Martin. Yes, sir. That was pretty much it. 

Mr. Wheeler. I started the beginning of last year with the VA. 
It has been real slow with me and I have done a lot on my own 
as well. 

Mr. Hollingsworth. Essentially I have initiated all the action 
on my own. 

Mr. Shays. It seems to me that when both DOD and VA develop 
a registry that they will need more information than just knowing 
who is in the service and who is not. 
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I hope they determine you are in the service some time. 

Mr. Martin. Sir, can I make one more comment? 

Mr. Shays. Sure. 

Mr. Martin. There was a case in Texas, Philip Widell, a Persian 
Gulf veteran, he got out of active duty, his discharge was com- 
pletely messed up. It was unclear exactly how or what status of 
discharge he had. He went to the Big Springs VA in Texas. They 
refused him treatment. I got called on this. 

I called Dr. Murphy, she called Big Springs and said admit him. 
I will personally walk to central transitions and make the transi- 
tion from DOD registry to VA registry for him. 

Two weeks later I got another phone call. He was put in a psych 
ward, not tested for any of his complaints. He had a thyroid that 
was filling with fluid. I brought this to Dr. Murphys attention 
again. She called down there. Within 31^2 hours he was on the reg- 
istry, had more appointments, had his thyroid drained and was 
weaned off the DOD medicine and started a new regime of medi- 
cine. 

This is what I was saying that it takes. Not every veteran can 
call Dr. Murphy and say tlus is what I know is going on. And I 
don’t understand why it has to take that. Why do I have to call Dr. 
Murphy and say this veteran needs a transition from DOD to the 
VA registry? It should not exist that way. 

Mr. Shays. I never went to Vietnam, I was in the Peace Corps 
instead of Vietnam. I always said that if I ever voted to send men 
and women into combat, what I would have to know is if it was 
in our national interest. I would have to know what our mission 
was, how we achieve our mission and most importantly, that we 
would use all the force available to achieve as quick and as positive 
a result as possible. 

We wouldn’t hold back any power. This vote was made very real 
to me because I was voting on it in general, but real faces. A young 
man in my district who was a reservist, he wanted to go. His mom 
and dad didn’t want him to go and pleaded with me that he not 
go. So there was a debate between a parent and a son on this issue. 

What we all as Americans did, though, is we rejoiced that so few 
lost their lives and so many of you came back unharmed, we felt. 
This young man went to see a doctor on his own and the doctor 
asked him how many years he had smoked, and he said, I have 
never smoked. He said, you have the condition of someone who has 
smoked for 10 years. Tins is just someone — ^that was someone who 
I put a real face to when I voted to send him to the Persian Gulf 

There are a lot of Members of this Congress who are going to 
make sure we get to the bottom of this. I thank all of you. 

Mr. Gleason. If I may, you mentioned is there something you 
haven’t brought up. There is a couple of things, nerve pills being 
one, the other thing, massive inoculations in a short period of time. 
I would like to take the nerve pills first. 

The nerve pills that I was supposed to give my platoon sergeants 
to give out actually got my people sick, so sick that over half of 
them took the one pill the first day and never took them again. 
They bled through the mouth, the nose, they had diarrhea, they 
had dizziness, high fevers and light-headedness and going into the 
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war figured it would be easier to fight a war without those condi- 
tions than to take those pills. I think that needs to be looked at. 

Another thing is the massive inoculations, one that was not 
okayed by the Food and Drug Administration, it was masked from 
what I heard under emother name, we were supposed to at that 
time be told about this and a signed document that we were sup- 
posed to sign. That was never done. I am just wondering why. 

Mr. Shays. I am happy you raised this. I said there were four 
areas that I wanted to ask. I asked about the oil wells and chemi- 
cal and biological weapons and then jumped to uranium. I wanted 
to ask what I think is the one that has been viewed as a significant 
potential factor, vaccines and the antinerve drug. So you have an- 
swered it. 

Mr. Martin, were you required to take all the vaccines in a very 
short period of time? 

Mr. Martin. Yes, sir, and the pills also. 

Mr. Shays. Mr. Wheeler. 

Mr. Wheeler. Yes, sir. 

Mr. Hollingsworth. Sir, I received standard predeployment 
shots as well as prigdistigmine bromine tablets. 

Mr. Shays. Were they all done at once? 

Mr. Hollingsworth. Predeplo3nnent shots consist of normal 
things. I did not get the anthrax or the botulism. 

Mr. Martin. Sir, they set up tables in the gym at Ft. Bragg. 
They would file us through the middle of the tables and shot us 
as we were walking through in each arm, and then they would take 
you behind a curtain and that is where you would get them in your 
buttocks or your hip. 

Mr. Shays. This committee has investigated the harmless drugs 
that when combined c£m result in not being harmless at all. Two 
harmless chemicals can make a very harmful drug. That reaction 
is something that I know the Department is looking at. The three 
of you have testified that you had the works and you had some; is 
that correct? 

Thank you all very much. We appreciate your taking the time to 
be here. 

Mr. Shays. I am going to ask our next panel to come up and be 
sworn in. That is Dr. John Bailar, chairman. Committee to Review 
the Health Consequences of Service During the Persian Gulf War, 
Institute of Medicine, accompanied by David Rail, foreign sec- 
retary. Next is Dr. Robyn Nishimi, executive director, President’s 
Advisory Committee on Personal Gulf Illness; and Charles 
Sheehan-Miles, executive director. National Persian War Resource 
Center. 

[Witnesses sworn.] 

Mr. Shays. For the record, all five witnesses have responded in 
the affirmative and it is wonderful to have you here. It is wonder- 
ful having you all here and I thank you for taking the time to be 
here. 
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STATEMENTS OF JOHN BAILAR, M.D., CHAUIMAN, COMMITTEE 
TO REVIEW THE HEALTH CONSEQUENCES OF SERVICE DUR- 
ING THE PERSIAN GULF WAR, INSTITUTE OF MEDICINE, AC- 
COMPANIED BY DAVID BALL, M.D., FOREIGN SECRETARY; 
ROBYN Y. NISHIMI, EXECUTIVE DIRECTOR, PRESIDENT’S AD- 
VISORY COMMITTEE ON PERSIAN GULF VETERANS’ ILL- 
NESSES, ACCOMPANIED BY MAJ. THOMAS P. CROSS; AND 
CHARLES SHEEHAN-MILES, EXECUTIVE DIRECTOR, NA- 
TIONAL PERSIAN GULF WAR RESOURCE CENTER 

Dr. Bailar. I appreciate the chance to tell you some of the things 
that we have been looking at. 

I am here today as chair of the Committee to Review the Health 
Consequences of Service During the Persian Gulf War, of the Insti- 
tute of Medicine. The committee has 18 members, all eminent in 
their fields, with special strengths in a wide variety of disciplines 
needed to understand and resolve the issues before us. However, I 
am testifying here in my private capacity and my testimony has 
not been reviewed or approved by other committee members. 

I have supplied a written statement and I will be giving some 
sections of that because the rest will be on the record. Another 
member of our committee. Dr. David Rail, is here with me in his 
dual role as a committee member and as foreign secretary for the 
Institute of Medicine. 

I am also very pleased to acknowledge the great help in prepara- 
tion of my testimony that was provided by Dr. Diane Mundt, who 
is the staff officer for the committee. 

The committee was appointed in December 1993 in response to 
actions taken by the Department of Veterans Affairs and the DOD 
under Public Law 102-585. That law specified that the charge to 
the committee should be to assess the effectiveness of actions taken 
by the Secretary of Veterans Affairs and the Secretary of Defense 
in certain actions related to the Gulf war. 

Specifically, we are to comment on three things: actions to collect 
and maintain information that is potentially useful for assessing 
the health consequences of military service in the Persian Gulf the- 
ater, means to improve the collection and maintenance of such in- 
formation, and whether there is sound scientific basis for an epi- 
demiologic study or studies of the health consequences of such serv- 
ice. 

The charge to the committee was broadened and clarified in cor- 
respondence from Sen. Jay Rockefeller and Rep. Sonny Montgom- 
ery in 1994. Our final report is due in September of this year. 

Shortly after the committee began its deliberations it became 
clear that events were moving rapidly and that some of our find- 
ings and recommendations should not be delayed until our final re- 
port. We therefore issued a first report in January 1995. My writ- 
ten and oral testimony here are focused on this first report and on 
certain actions of VA and DOD since that time. 

While the committee has continued to work vigorously on mat- 
ters within its charge, we have not yet developed our second set of 
findings and recommendations and no statement from the commit- 
tee later thm the report of 1995 has been endorsed. 

Our first report included 14 findings and 27 distinct rec- 
ommendations. Most of the recommendations were directed to the 
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Department of Veterans Affairs, the Department of Defense, or 
both. The report was well received by those agencies. I am pleased 
to tell you that most of our recommendations have been adopted 
and that these two agencies had even identified some of the needs 
themselves and taken action before they knew what our rec- 
ommendations would be. 

The charge to our committee did not include followup of these or 
other matters. However, in my personal view, the response to a few 
recommendations has not been sufficient. There are other areas, 
too, where our concerns seemed appropriate at the time we were 
completing this report 18 months ago, but where the rapid progress 
of understanding has shifted the focus of interest. I will summarize 
my present view of responses to most of our recommendations. 

Four of our recommendations refer to the VA Persian Gulf war 
health registry. We were concerned that the registry not become 
diffuse, but maintain its focus; that it not be promoted or described 
as a research tool; that the VA encourage all concerned and eligible 
veterans to be registered; that a standardized protocol be used; and 
that the timeliness of the data be improved. Responses to our rec- 
ommendations about these matters have been favorable. 

While all Persian Gulf Veterans are eligible, many have not yet 
volunteered to be registered, and I believe that publicity from the 
VA could be expanded and improved with a view toward reducing 
the number who have not been registered. 

We recommended that the Secretaries of DOD and VA develop 
a consolidated health record for each present active duty and 
former service member, and that all health data entries be re- 
corded in this single record. Because there are differences among 
the services and the VA could not readily accommodate three 
record systems of its own, this recommendation also implies that 
the services and the VA together adopt a single medical record sys- 
tem. I understand that the services are making progress among 
themselves in relation to their development of a single computer 
record format. 

This is one of our critically important recommendations, but as 
far as I know neither the VA nor DOD has taken any step that 
might lead to a consolidated DOD-VA health record. I continue to 
believe that such a record would be of great value to the men and 
women of this country who enter military service and then become 
eligible for care from the VA. It would be valuable to each of these 
agencies and indeed to the public at large by improving the con- 
tinuity of medical care, avoiding duplication of medical interven- 
tions, and improving our understanding and management of health 
conditions that may affect military people and veterans, many of 
which also affect the general population. 

1 might say in passing that the DOD and VA records would be 
ar invaluable resource for investigating problems of very broad 
CL m to the whole population; not solely to service persons and 
veterans. 

Three of our recommendations dealt with the Persian Gulf Veter- 
ans Coordinating Board, which is chaired by the Secretaries of VA, 
DOD and HHS. We recommended that this board actively coordi- 
nate research studies, that it have additional staff to deal with 
emerging data, that it make periodic reports, and that each new 
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initiative be evaluated in the context of what it might contribute 
to overall understanding. 

Our committee is in close touch with the Research Working 
Group of the coordinating board, and as a result our committee will 
have more complete and current views on what those agencies are 
doing in support of Gulf war veterans. 

Our committee recommended that the VA undertake a long-term 
mortality study to permit the study of deaths from chronic dis- 
eases, and I understand that the VA does plan periodic updates of 
the mortality studies that have already been started. I believe 
those should continue throughout the life span of all those veter- 
ans. That is a long time into the future. 

Our committee made four specific recommendations regarding 
the study of pregnancies during and after service in the Gulf Thea- 
ter and the outcomes of those pregnancies. The DOD has been 
largely responsive to these recommendations and has made efforts 
to design research studies to address a range of concerns. The VA 
also has been responsive and is including relevant items in both its 
registry examinations and its national health survey. 

Overall, the VA, DOD and other agencies have largely acted in 
accord with our recommendations. Recall that these were issued in 
January, a little over a year ago. And I am personally pleased with 
the progress that has been made to date. 1 have commented on 
some failures to follow our recommendations, but I remain hopeful 
that these recommendations will not be lost. It is possible, of 
course, that our committee was misinformed about or misunder- 
stood some matters, in which case a rebuttal would be welcome. 
But I am not aware of any rebuttal of the recommendations not yet 
followed. 

Our committee may decide to review responses to our first report 
for inclusion in our second and final report due in September of 
this year. We will, of course, review the transcript of this and other 
scheduled hearings of this subcommittee as one important source 
that may show additional favorable responses. 

I am grateful for this opportunity to tell you some of my views 
about the first set of recommendations of our committee and about 
the responses of VA and DOD as I understand them to those rec- 
ommendations. I would be glad to answer questions. 

[The prepared statement of Dr. Bailar follows:] 

Prepared Statement of John Bailar, M.D., Chairman, Committee to Review 

THE Health Consequences of Service During the Persian Gulf War, Insti- 
tute OF Medicine 

My name is John Bailar. I am a physician (M.D., Yale, 1955) and a statistician 
(Ph.D., The American University, 1973), I retired from the Commissioned Corps of 
the U.S. Public Health Service after some 22 years at the National Cancer Institute 
(NIH) and two years as Director of the VA’s national research program (1970-72). 
Since then I have spent ten years on the faculty of Harvard University (as Visiting 
Professor and Lecturer in Biostatistics) and seven years in the Department of Epide- 
miology and Biostatistics at McGill University (where I was Chair for the last 21/2 
years). On 1 November 1995 I moved to the University of Chicago, where I am 
Chair of the Department of Health Studies. I am a member of the Institute of Medi- 
cine, and during 1990-1995 I was a Fellow of the MacArthur Foundation. I have 
served on more than 15 committees at the National Academy of Sciences and its 
related organizations, sometimes as Chair, and I have published about 250 scientific 
articles of various t 3 ipes. My work is focused mainly on epidemiology and biostatis- 
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tics, with special interests in identif 3 dng and understanding chemical and other haz- 
ards to human health. 

I am here today as Chair of the Committee to Review the Health Consequences 
of Service During the Persian Gtilf War, Institute of Medicine. The Committee has 
18 members, all eminent in their fields, with special strength in a wide variety of 
disciplines needed to understand and resolve the issues before us. However, I am 
testifying here in my private capacity, and my testimony has not been reviewed or 
approved by other Committee members. Another member of our Committee, Dr. 
David Rail, is here with me in his dual role as committee member and as Foreim 
Secretary of the Institute of Medicine. I am also very pleased to acknowledge the 
great help in n^aration of my testimony that was provided by Dr. Diane Mundt, 
who is the Staff Officer for the Committee. 

The Committee was appointed in December 1993 in response to actions taken by 
the Department of Veterans Affairs (VA) and Department of Defense (DoD) under 
Public Law 102-585. TTuit act specified that the cnarge to the Committee should be 
to assess the effectiveness of actions taken by the Secreta^ of Veterans Affairs and 
the Secretary of Defense in certain actions related to the Gulf War. Specifically, we 
are to comment on actions to collect and maintain information that is potentially 
useful for assessing the health consequences of military service in the Persian Gulf 
theater, make recommendations on means to improve the collection and mainte- 
nance of such information, and make recommendations on whether there is sound 
scientific basis for an epidemiological study or studies of the health consequences 
of such service. The ch^e to the Committee was broadened and clarified in cor- 
respondence from Senator Jay Rockefeller and Representative Sonny Montgomery 
in early 1994. Our final report is due in September, 1996. 

Shortly after the Committee began its deliberations, it became clear that events 
were moving rapidly, and that some of our findings and recommendations should 
not be delayed until our final report. We therefore issued a first report, titled, “Ini- 
tial Finding and Recommendations for Immediate Action,” in January, 1995. My 
written and oral testimony here are focused on this first report, and on certain ac- 
tions of VA and DoD since that time. While the Committee has continued to work 
vigorously on matters within its charge, we have not yet developed our second set 
of findings and recommendations, and no statement later than the report of early 
1995 has been endorsed by the Committee. 

Our first report included 14 findings and 27 distinct recommendations. Most of 
the recommendations were directed to the Department of Veterans Affairs, the De- 
peulment of Defense, or both. The report was well-received by those agencies. I am 
pleased to tell you that most of our recommendations have been adopted, and that 
these two agencies had even identified some of the needs themselves and taken ac- 
tion before they knew what our recommendations would be. The charge to our com- 
mittee did not include follow-up of these or other matters. However, in my personal 
view, the response to a few recommendations has not been sufficient. There are 
other areas, too, where our concerns seemed appropriate at the time we were com- 
pleting this report, 18 months ago, but where the rapid progress of understanding 
has shifted the focus of interest. I will summarize my present view of responses to 
most of our recommendations. 

Four of our recommendations referred to the VA Persian Gulf Health Registry. 
We were concerned that the Registry not become diffuse, but maintain its focus; 
that it not be promoted or described as a research tool; that the VA encourage all 
concerned and eligible Veterans to be registered; that a standardized protocol be 
used; and that the timeliness of the data be improved. Responses to our rec- 
ommendations about these matters have been favorable. While all Persian Gulf vet- 
erans are eligible, many have not yet volunteered to be registered, and I believe that 
publicity fix)m the VA could be expanded and improved with a view toward reducing 
this number. 

The Department of Defense Registry of Troop Locations, then under active devel- 
opment, seemed to us to be an important tool in understanding where the troops 
had been located in the Gulf Theater, and hence in understanding what environ- 
mental exposiues they might have undergone. I understand that this Registry of 
Troop Locations has progressed quite nicely, and that it should be completed by the 
end of April. 

We recommended that the Secretaries of DoD and VA develop a consolidated 
health i^ord for each present active duty and former service member, and that all 
health data entries be recorded in this single record. Because there are differences 
among the services, and the VA could not readily accommodate three record systems 
of its own, this recommendation also implies that the services adopt a single record 
system. I understand that the services are making progress on this, in relation to 
their development of a single computer record format. This is one of our critically 
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important recommendations, but as far as I know, neither the VA or DoD has taken 
any step that might lead to a consolidated DoD-VA health record. I continue to be- 
hove that such a record would be of great value to the men and women of this coun- 
try who enter mihtary service and then become ehgible for care from the VA, to 
each of these agencies, and to the pubUc at large, by improving the continuity of 
medical care, avoiding dupUcation of medical interventions, and improving our un- 
derstanding and management of health conditions that may affect mihtary people 
and veterans (many of which also affect the general population). 

Three of our recommendations dealt with the Persian Gulf Veterans Coordinating 
Board, which is chaired by the Secretaries of VA, DoD, and HHS. We recommended 
that tlus Board actively coordinate research studies, that it have additional staff to 
deal with emerging data, that it make periodic reports, and that each new initiative 
be evaluated in the context of what it might contribute to overaU understanding. 
Our committee is in close touch with the R^earch Worldng Group of the Coordinat- 
ing Board, and as a result we wUl have a more complete and current view of what 
those agencies are doing in support of Gulf War veterans. 

Manv of our recommendations dealt with specific research needs. We asked that 
the VA and DoD determine the specific research questions that need to be an- 
swered, and that epidemiologic studies of the health consequences of service during 
the Persian Gulf War be designed with appropriate input &m experts in epidemio- 
logic research methods and data analysis, along with the input of eimerts in the 
subject matter areas to be investigated, liie Coordinating Board has begun to re- 
spond to this recommendation as ^own in their report titled: “A Working Plan for 
Research on Persian Gulf Veterans’ Illnesses.” 

Our Committee made a major recommendation that the two Departments collabo- 
rate to conduct a population-based survey of persons who served in the Persian 
Gulf, including comparisons with service personnel who served elsewhere. We rec- 
ommended that the study be designed to allow for adequate comparisons of health 
patterns by sex, service branch, and rank, with oversampling among certain groups 
of persons to allow for more detailed analyses. The VA has undertaken a study that 
will answer many of the critical questions, but this study may not be large enough 
to study other important matters, and the scope of the data will be limited because 
the surv^ is being conducted by mail rather than by personal interview and exam- 
ination. The DoD has provided the VA with the names of veterans who served in 
the Persian Gulf and elsewhere (to provide control observations), and has had some 
input to the research questions. 

We made two recommendations regarding research study of smoke and unbumed 
contaminants from the oil well fires and other sources, including diesel heaters in 
tents. While smoke and related contaminants are not as high on ttie list of concerns 
as they were just after the war, I believe that the DoD has responded in full and 
that the appropriate research studies are either underway or completed. We have 
been promised copies of the final reports. 

Our Committee recommended that the VA undertake a long-term mortality study 
to permit the study of deaths finm chronic diseases, and I understand that the VA 
does plan periodic updates of the mortality studies that have already been started. 

Our Committee made four specific recommendations regeu^ing the study of preg- 
nancies diuing and after service in the Gulf theater, and the outcomes of those preg- 
nancies. The DoD has been largely responsive to these recommendations, and has 
made efforts to design research studies to address a range of concerns. The vA has 
also been responsive, and is including relevant items both in its registry examina- 
tions and its national health survey. 

Our Committee recommended studies to resolve uncertainties about the effects of 
vaccines and the chemicals PB, DEBT, and Permethrin because of concerns that 
they might have chronic effects on the neiux>logical system and other organs. I un- 
derstand that the DoD has been responsive, that effects are being made to find and 
collect the lists of persons who received the botulinum vaccine, and that other rel- 
evant research is in progress. 

Finally, the Committee made five recommendations regarding research on 
leishmanial infections. Research in this area has continued, but present information 
suggests that it is unlikely that leishmaniasis has been a major problem, and inter- 
est has waned somewhat. Thus, I am personally satisfied that the current level of 
research activity is appropriate, based on present imderstanding. If new findings 
emerge, it may be that a change in activity will be warranted. 

OveraU, the VA, DoD, and other a^ncies have largely acted in accord with our 
recommendations, and I am personmly pleased with the progress that has been 
made to date. I have commented on some failures to foUow mu* recommendations, 
but I remain hopeful that those recommendations wUl not be lost. It is possible, of 
course, that our Committee was misinformed about or misunderstood some matters. 
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in which case a rebuttal would be welcome, but 1 am not aware of any rebuttal of 
the recommendations not yet followed. Our Committee may decide to review re- 
sponses to our first report, for inclusion in our second and final report, due in Sep- 
tember of this year. We will, of covu^, review the transcript of this and other sched- 
uled hearings of this subcommittee as one important source that may show addi- 
tional favorable responses. 

I am grateful for this opportunity to teU you some of my views about the first 
set of recommendations of the Committee to Review the Health Consequences of 
Service during the Persian Gulf War, and about the responses of VA and DoD, as 
I understand them, to those recommendations. 1 would be glad to answer questions. 

Mr. Shays. Thank you. I appreciate your comments about paying 
attention to what this committee is doing. Thank you. 

Dr. Nishimi, welconne, and it is nice to have your testimony. 

Ms. Nishimi. Good eiftemoon, Mr. Chairman. I am Robyn 
Nishimi, executive director of the Presidential Advisory Committee 
on Gulf War Veterans’ Illnesses. With me is Maj. Thomas P. Cross, 
a distinguished and decorated Gulf war veteran, a member of the 
U.S. Marine Corps Reserve, a member of our advisory committee 
and a resident of Connecticut. He will review the major findings 
and recommendations from the advisory committee’s interim report 
and then both of us will be available to answer any questions you 
may have. 

Mr. Shays. Mr. Cross, you were sworn in. It is nice to have you 
here. I am sorry I didn’t welcome you when you came. 

Major Cross. Good afternoon. Chairman Shays. On behalf of Dr. 
Joyce Lashof, chair of the advisory committee and my fellow com- 
mittee members, it is a pleasure to testify before your subcommit- 
tee bn our interim report, which we delivered to President Clinton 
last month. 

My oral testimony will briefly review the history of our work to 
date and then highlight a few of the report’s recommendations. The 
written testimony fully details for the record all of our findings and 
recommendations through February 15, 1996. 

President Clinton established the Presidential Advisory Commit- 
tee on Gulf War Veterans’ Illnesses on May 26, 1995. His charge 
to us enables the Nation, for the first time ever, to give the critical 
issue of Gulf war veterans’ illnesses the kind of comprehensive and 
independent review it deserves. 

Our charter requires us to review Government activities relating 
to Gulf war veterans’ illnesses, including research, coordinating ef- 
forts, medical treatment, outreach, reviews by other governmental 
and nongovernmental bodies, risk factors, and chemical and bio- 
logical weapons. 

Our interim report addresses these issues in part in four chap- 
ters, outreach, medical and clinical issues, research and chemical 
and biological weapons. For each of these areas we present the 
findings of our investigations to date. We also make recommenda- 
tions we believe can improve the Government’s initiatives for Gulf 
war veterans. 

I would like to highlight three of the recommendations that in- 
clude the Department of Veterans Affairs, since you will hear from 
them at later hearings. 

First, in the eirea of outreach, the advisory committee notes that 
VA and the DOD have used a number of progressive techniques to 
educate veterans and other citizens concerned about Gulf war vet- 
erans’ illnesses. Neither Department, however, has adopted per- 
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formance measures sophisticated enough to evaluate the success of 
these programs. 

Our investigation revealed some relatively simple ways for the 
Departments to improve the clarity of their message and to receive 
feedback from veterans on their efforts. For example, the advisory 
committee recommends that the VA make its public service an- 
nouncements about the toll-free helpline more explicit. The PSA’s 
should include brief explanations of the purpose and referral proc- 
ess for the VA’s Persian Gulf War Health Registry. 

Second, in the area of medical and clinical issues, the majority 
of findings and recommendations were directed to DOD or the Food 
and Drug Administration. We do recommend, however, that for the 
critical issue of medical recordkeeping, DOD and the VA should 
adopt standardized recordkeeping to ensure continuity. 

Third, in the area of research, the advisory committee found 
most of the major epidemiologic studies sponsored by the DOD, VA 
and the Department of Health and Human Services are well de- 
signed and appropriate to determine if Gulf war veterans have 
mortality, symptoms, or diseases that might be attributable to 
their service. 

We recommend improvements to all agencies, however, in sci- 
entific peer review, use of public advisory committees and research 
coordination so that the Government’s funding of Gulf war veterans 
health research can be optimized. 

In conclusion, over the next 10 months the advisory committee 
will continue to address each of the elements of its charge. The in- 
terim report represents our work and recommendations to date, but 
is by no means complete. Many questions that the President asked 
us to investigate will be addressed in our final report, due by De- 
cember 31, 1996. Four issues include certain aspects related to pos- 
sible low-level exposure to CBW agents, health risk and toxicology 
research, health effects including reproductive effects, and medical 
treatment of and access to health care for Gulf war veterans. 

Mr. Chairman, securing a healthy future for Gulf war veterans 
is of paramount importance to President Clinton. As a Gulf war 
veteran myself and a member of the Presidential Advisory Commit- 
tee on Gulf War Veterans’ Illnesses, we promise our full dedication 
and commitment to fulfilling the President’s charge. 

[The prepared statements of Ms. Nishimi and Major Cross fol- 
low:] 

Prepared Statement of Robyn Y. Nishimi, Executive Director, President’s 
Advisory Committee on Persian Gulf Veterans’ Illnesses 

Good morning Mr. Chairman and members of the Subcommittee. I am Robyn 
Nishimi, Executive Director of the Presidential Advisory Committee on Gulf War 
Veterans’ Illnesses. With me is Major Thomas P. Cross, a distinguished and deco- 
rated Gulf War veteran, member of the U.S. Marine Corps Reserve, member of the 
Advisory Committee, and a resident of Connecticut. During Operations Desert 
Shield/Desert Storm, Major Cross was an Assistant Operations Officer for the 6th 
Marine Regiment in the theater of operations, where he participated in the initial 
attack across the Kuwaiti border in February 1991. He is the recipient of the Navy 
Commendation Medal with Combat V, as well as the Combat Action Ribbon and 
the Kuwait Liberation Medal. Major Cross will review the major findings and rec- 
ommendations from the Advisory Committee’s interim report, and then we will be 
available to answer any questions. 
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Prepared Statement of Maj, Thomas P. Cross 

Good morning Chairman Shays and members of the Subcommittee. On behalf of 
Dr. Joyce Lashof, Chair of the Advisory Committee, and my fellow Advisory Com- 
mittee members (attachment A), it is a pleasure to testify before your Subcommittee 
on the critical issues surrounding Gulf War veterans’ illnesses. 

Benjamin Frankhn once said, “There never was a good war or a bad peace.” As 
a major in the Marine Corps, I wholeheartedly agree with Mr. Franklin’s profound 
statement. In 1991 and 1992, approximately 697,000 men and women of the U.S. 
military. Reserves, and National Guard answered the call to serve in the Gulf War. 
Today, however, the hard won victory has brought no peace for some service mem- 
bers. Five years after Operation Desert Shield/Desert Storm, they and their families 
report chronic Ulnesses with a variety of symptoms — including fatigue, joint pain, 
headache, rash/dermatitis, and memory loss — that they hnk to their military serv- 
ice. 

Since the end of the Gulf War, the Administration and Congress have xmdertaken 
several initiatives to address the health of U.S. troops who served in the Kuwaiti 
Theater of Operations. On May 26, 1995, President Clinton took the additional step 
of issuing Executive Order 12961 to establish the Presidential Advisory Committee 
on Gulf War Veterans’ Illnesses (attachment B) to ensure, for the first time, an 
indraendent, open, and comprehensive examination of health concerns related to 
Gulf War service. We are a 12-member panel of citizens — veterans, scientists, health 
care professionals, and policy experts — ^who are fully committed to reviewing wheth- 
er the Government’s response to Gtilf War veterans is compassionate and fair. 

Our Advisory Committee is the first group broadly charged to analyze and re- 
view — in an unbiased, interdisciplinaiy, cross-agency fashion — the full array of top- 
ics associated with Giilf War veterans'^ illnesses. We are concerned that some veter- 
ans suffer from real, debihtating filnesses linked to service in Southwest Asia, and 
our charter (attachment C) requires us to review government activities relating to 
Gulf War veterans’ illnesses, including; 

• research, 

• coordinating efforts, 

• medical treatment, 

• outreach, 

• reviews by other governmental and nongovernmental bodies, 

• risk factors, and 

• chemical and biolo^cal weapons. 

The Advisory Committee issues its findings and recommendations to the Presi- 
dent through die Secretaries of Defense, Health and Hiunan Services, and Veterans 
Affairs. Our final report will be dehvered no later than December 31, 1996. Our in- 
terim report was delivered on February 15, 1996. 

For the interim report, the Advisory Committee adopted the strategy of inves- 
tigating and analyzing those key questions raised by the charter that we beheved 
could be answered in the near-term. Toward this end, we received testimony from 
the public and government officials and reviewed scores of reports related to Gulf 
War veterans’ illnesses. Our interim report revealed the Advisory Committee’s eval- 
uations to date, and we make findings and recommendations in each of the major 
areas of our mandate. Our work, however, is by no means complete. Many impor- 
tant questions remain for us to address and, hopefully, help to resolve. 

My testimony summarizes the major findings and details our recommendations to 
date on the government’s efforts in outreach; medical and clinical issues; research, 
and chemical and biological weapons.* The Advisory Committee’s findings from the 
interim report are detailed in attachment D. 

RECOMMENDATIONS ON OUTREACH 

The Advisory Committee found the Department of Defense (DOD) and the Depart- 
ment of Veterans Affairs (VA) have used a number of progressive techniques — from 
establishing telephone hothnes for the health care programs that serve veterans to 
posting declassified documents on the Internet — to educate veterans and other citi- 
zens concerned about Gulf War veterans’ illnesses. Neither department, however, 
has adopted performance measures sophisticated enough to evaluate the success of 
these programs. Our investigation revealed some relatively simple ways for the de- 


*For the interim report, the Advisory Committee organized the seven elements of the charter 
into four broad chapters: outreach, m^cal and clinical issues, research, and chemical and bio- 
logical warfare. The mandate to review the government’s coordinating efforts and to assess the 
implementation of recommendations &om past reports was addressed within the context of the 
subject matter of the chapters, as applicable. 



49 


partments to receive feedback on the utility of various outreach programs and a crit- 
ical need to present information to veterans more clearly. The interim report makes 
seven recommendations that we heUeve can improve DOD’s and VA’s outreach to 
Gulf War veterans: 

• Operators at the DOD Medical Registry Hotline, DOD Incident Reporting Line, 
and VA Helpline should be instructed to ask “How did you find out about this nmn- 
ber?” as a method of qualitatively measiuing the success of the different methods 
for publicizing the numbers. 

• In the next Comprehensive Clinical Evaluation Program end-of-evaluation ques- 
tionnaire, which participants answer when the initial evaluation is completed, DOD 
should include a question about satisfaction with the referral provided by the Per- 
sian Gulf Medical Registry Hotline. 

• DOD and VA should utilize more refined performance measures to determine 
how well outreach services are reaching concerned parties. Caller volume data are 
not adequate. 

• To assist the general public in interpreting the declassified intelligence docu- 
ments on GulfLINK [a DOD site on the World Wide Web], DOD should prepare a 
user’s gmde. This guide should explain in general terms the various soimces of intel- 
ligence information, how they may differ in quality and reliability, and how intel- 
ligence analysts compile and evaluate reports from a variety of sources in the field 
to obtain corroboration before preparing a final assessment. This guide should be 
featured prominently on the GulfLINK home page. 

• In its outreach campaign, VA should forego use of the term “priority care.” VA 
should state clearly that Gulf War veterans are entitled to receive the Persian Gulf 
Health Registry examination free of charge, including any diagnostic testing found 
to be medically necessary and counseling regarding findings. 

• VA should make its broadcast public service announcements (PSAs) about the 
toll-free Helpline more explicit. The PSAs should include brief explanations of the 
purpose of the Helpline and tha referral process for the Persian Gulf Health Reg- 
istry. 

• Future conflicts are likely to generate controversial and unexplained health con- 
cerns, and DOD and VA should anticipate the need and plan for outreach services 
and implement them expeditiously. 

RECOMMENDATIONS ON MEDICAL AND CLINICAL ISSUES 

For the interim report, the Advisory Committee focused on medical treatment is- 
sues that surfaced during the deployment and demobilization of troops. We found 
DOD’s policies and proc^ures were net adequate in aU cases to prevent service 
members with preexisting conditions fi-om being deployed or to identify health prob- 
lems extant at the time of demobilization; these conditions could have contributed 
to some current health concerns. 

The Advisory Committee believes DOD and the Food and Drug Administration 
(FDA) deliberated carefully before enabling, through rulemaking, DOD to require 
troops to take pyridostigmine bromide (PB) and botulinum toxoid (BT) vaccine as 
antidotes to possible chemical and biological warfare (CBW) agents without FDA ap- 
proval of the products for that purpose. Yet we find FDA has failed, in the five years 
since the Gulf War, to devise better long-term methods governing military use of 
drugs and vaccines for CBW defense. We also find DOD’s inability to produce the 
records of who received PB or BT vaccine indicative of much need for wholesale im- 
provement in the government’s performance on medical recordkeeping during mili- 
tary engagements: The issue of accurate medical and vaccination records is central 
to the concerns of many ill veterans, and the absence of records has been suggested 
by some as evidence that the government is engaging in a cover-up of its own 
predeployment practices. The Advisory Committee oilers six recommendations relat- 
ed to predeployment, demobilization, medical recordkeeping, and the use of inves- 
tigational drugs and vaccines: 

• DOD should regularly review and update the policies and procedures that gov- 
ern the pre-, during, and postdeployment medical assessment of the Ready Reserve 
to ensure they are ciurent and ad^uate. 

• DOD should establish a qualify assurance program to ensure compliance with 
pre-, during, and postdeployment medical assessment policies. 

• Prior to any deployment, DOD should undertake a thorough health assessment 
of a large sample of tnxips to enable better postdeployment medical epidemiology. 
Medical surveillance shoilld be standardized for a core set of tests across all serv- 
ices, including timely postdeployment followup. 

• Given that FDA’s interim rule [permitting waiver of informed consent for use 
of unapproved products in a military exigency] is still in effect, DOD should develop 
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enhanced orientation and training procedures to alert service personnel they may 
be required to take drugs or vaccines not fully approved by FDA if a conflict pre- 
sents a serious threat of chemical and biological warfare. 

• If FDA decides to reissue the interim final rule as final, it should first issue 
a Notice of Proposed Rule Making. Among the areas that specifically should be re- 
visited are; adequacy of disclosure to service personnel; adequacy of recordkeeping; 
long term followup of individuals who receive investigational products; review by an 
institutional review board outside of DOD; and additional procedures to enhance un- 
derstanding, oversight, and accountabihty. The Advisory Committee, at this time, 
withholds judgment on the adequacy of the current interim final rule. 

• DOD should assign a high priority to dealing with the problem of lost or miss- 
ing medical records. A computerized central database is important. Specialized 
databases must be compatible with the central database. Attention should be di- 
rected toward developing a mechanism for computerizing medical data (including 
classified information, if and when it is needed) in the field. DOD and VA should 
adopt standardized recordkeeping to ensure continuity. 

RECOMMENDATIONS ON RESEARCH 

The Advisory Committee found most of the major epidemiologic studies sponsored 
by DOD, VA, and the Department of Health and Human Services (DHHS) are well 
designed and appropriate to determine if Gulf War veterans have mortality, symp- 
toms, or diseases that might be attributable to service in the Gulf War. However, 
we believe inadequate response to scientific peer review, disregard for the impor- 
tance of allocating scarce research dollars to the best designed studies, and inatten- 
tion to the need to communicate effectively with veteran participants are undermin- 
ing the effectiveness of the government’s research efforts. The lack of data about ex- 
posure to various risk factors (e.g., oil fire smoke or infectious diseases) also ham- 
pers research. Though DOD is attempting to recreate certain exposure scenarios 
with the Persian Gulf Registry of Unit Locations, we recommend heightened efforts 
to collect exposure data in future conflicts. With respect to the Advisory Committee’s 
review of the government’s major epidemiolomc studies and DOD’s Persian Gulf 
Registry of Unit Locations, the interim report details six recommendations: 

• All epidemiologic studies aimed at Gulf War veterans’ health issues should in- 
corporate external scientific review and ongoing interaction with appropriate outside 
experts throughout the study process, from study design through analysis of results. 

• The Persian Gulf Veterans Coordinating Board should play an active role in al- 
locating the limited resources available for research on Gulf War veterans’ illnesses. 
The Research Working Group of the Coordinating Board should monitor the findings 
and recommendations of scientific peer review committees. If scientific reviews draw 
into question the usefulness of particular studies to the overall research strategy, 
the Research Working Group should, via the Coordinating Board, recommend appro- 
priate actions to the Secretaries of the three departments involved. 

• DOD, DHHS, and VA should recommend their principal investigators use public 
advisory committees in designing and executing epidemiologic studies of Gulf War 
veterans’ illnesses. 

• For those questions that are common to different [epidemiologic] surveys, co- 
ordination between principal investigators and survey design experts should take 
place to arrive at common wording. The Persian Gulf Veterans Coordinating Board’s 
Research Working Group should ^e responsibility for this coordination. 

• The Persian Gulf Registry of Unit Locations should be made available to quali- 
fied government and private researchers as quickly as possible, within the con- 
straints of confidentiality. 

• DOD should make reasonable and practical efforts to collect and record better 
troop exposure data during future conflicts and to make those data available as 
quickly as possible to health care researchers. 

RECOMMENDATIONS ON CHEMICAL AND BIOLOGICAL WEAPONS 

The work of the United Nations Special Commission on Iraq (UNSCOM) provides 
a more definitive picture of Iraq’s advanced CBW capabilities than was available at 
the time of the Gulf War and underscores the considerable uncertainty regarding 
Iraq’s intentions to use CBW agents against American and coalition troops. 'The Ad- 
visory Committee believes the decisions of DOD and the Central Intelligence Agency 
(CIA) to reopen their investigations of CBW in the Gulf War are positive steps and 
urges DOD and CIA to draw fiiUy on their resources to answer some of the war’s 
most controversial questions; we will monitor their progress carefully. In addition, 
we find improved twhnology to detect the presence of CBW agents would improve 
the health care surveillance of troops involved in future conflicts. In the interim re- 
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port, the Advisory Committee makes three recommendations related to issues sur- 
rounding chemical and biological warfare: 

• CIA and DOD should coordinate their analyses to ensure a comprehensive re- 
view of the complete record of the Gulf War. Each agency should make full and 
pronmt disclosure of aU findin gs 

• DOD should devote more attention to monitoring low-level (subacute) exposures 
to chemical warfare agents. One possible basis for such a system is the automated 
air-sampling system developed by the U.S. Army Edgewood Research, Development 
and Engineering Center for UNSCOM, which is using it to monitor emissions from 
Iraqi chemical plants. Another approach might be to modify the detection system 
the U.S. Army uses to monitor for leaks at chemical weapons storage depots. 

• DOD should continue to invest in the development of a biological point detector/ 
alarm system that can detect and identify biological warfare agent aerosols rapidly 
enough to enable troops to take protective measures before being exposed. 

CONCLUSION 

Over the next 10 months, the Advisory Committee will continue to address each 
of the elements of its charge. Throughout the remainder of our work, we will mon- 
itor the government’s responsiveness to the recommendations of this and previous 
advisory bodies. We also will scrutinize how effectively government programs are co- 
ordinated among the departments and agencies with an interest in the health and 
well being of Giuf War veterans. 

As I noted in the opening of my testimony, the interim report represents our rec- 
ommendations to date, but does not encompass the full range of issues in our man- 
date. Many questions the President asked us to investigate-^.g., certain aspects re- 
lated to possible low-level closure to CBW agents; health risks and toxicologic re- 
search; health effects, including reproductive effects, of exposm-e to various risk fac- 
tors in the Kuwaiti Theater of Operations; and medical treatment of and access to 
health care for Gulf War veterans — ^require a longer analytic and deliberative period 
so that the ttuiest possible inquiry can be brought to bear on these pressing issues. 
All of these aspects will be examined in our final report, due at the end of this year. 

In conclusion Mr. Chairman and members of the Subcommittee, securi^ a 
healthy future for Gulf War veterans is of paramount importance to President Clin- 
ton. As a Gulf War veteran myself, and as a member of the Presidential Advisory 
Committee on Gulf War Veterans, I promise our full dedication and commitment to 
the President’s charge. 
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Attachment B 
THE WHITE HOUSE 
Office of the Press Secretary 

For Immediate Release May 26, 1995 


EXECUTIVE ORDER 

PRESIDENTIAL ADVISORY COMMITTEE ON GULF WAR VETERANS’ ILLNESSES 

By the authority vested in me as President by the Constitution and the laws of 
the United States of America, it is hereby ordered as follows: 

Section 1. Establishment, (a) There is hereby established the Presidential Advi- 
sory Committee on Gulf War Veterans’ Illnesses (the “Committee”). The Committee 
shall he composed of not more than 12 members to be appointed by the President. 
The members of the Committee shall have expertise relevant to the functions of the 
Committee and shall not be full-time officials or employees of the executive branch 
of the Federal Government. ’The Committee shall be subject to the Federal Advisory 
Committee Act, as amended, 5 U.S.C. ^P- 2. 

(b) The President shall designate a (Jhairperson from among the members of the 
Committee. 

Sec. 2. Functions, (a) The Committee shall report to the President through the 
Secretary of Defense, the Secretary of Veterans Affairs, and the Secretary of Health 
and Human Services. 

(b) The Committee shall provide advice and recommendations based on its review 
of the following matters: 

(1) Research: epidemiological, clinical, and other research concerning Gulf War 
veterans’ illnesses. 


Resigned October 27, 1995 
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(2) Coordinating Efforts: the activities of the Persian Gulf Veterans Coordinating 
Board, including the Research Coordinating Council, the CUnical Working Group, 
and the Disabihty and Compensation Woridng Group. 

(3) Medical Treatment: medical examinations and treatment in connection with 
Gulf War veterans’ illnesses, including the Comprehensive Clinical Evaluation Pro- 
gram and the Persian Gulf R^istry Medical Examination Program. 

(4) Outreach: government-sponsored outreach efforts such as hotlines and news- 
letters related to Gulf War veterans’ illnesses. 

(5) External Reviews: the steps taken to implement recommendations in external 
reviews by the Institute of Medicine’s Committee to Review the Health Con- 
sequences of Service During the Persian Gulf War, the Defense Science Board Task 
Force on Persian Gulf War Health Effects, the National Institutes of Health Tech- 
noloCT Assessment Workshop on the Persian Gulf Experience and Health, the Per- 
sian Gulf Expert Scientific Committee, and other bodies. 

(6) Risk Factors: the possible risks associated with service in the Persian Gulf 
Conflict in general and, specifically, with prophylactic drugs and vaccines, infectious 
diseases, environmental chemicals, radiation and toxic substances, smoke from oil 
well fires, depleted uranium, physical and psychological stress, and other factors ap- 
plicable to the Persian Gulf Conflict. 

(7) Chemical and Biological Weapons: information related to reports of the pos- 
sible detection of chemical or biological weapons during the Persian Gulf Conflict. 

(c) It shall not be a function of the Committee to conduct scientific research. The 
Committee shall review information and provide advice and recommendations on 
the activities undertaken related to the matters described in (b) above. 

(d) It shall not be a function of the Committee to provide advice or recommenda- 
tions on any legal liability of the Federal Government for any claims or potential 
claims against me Federal Government. 

(e) As used herein, “Gulf War Veterans’ Illnesses” means the symptoms and ill- 
nesses reported by United States uniformed services personnel who served in the 
Persian Gulf Conflict. 

(f) The Committee shall submit an interim re^rt within 6 months of the first 
meeting of the Committee and a final report by December 31, 1996, unless other- 
wise provided by the President 

Sec. 3. Administration, (a) The heads of executive departments and agencies shall, 
to the extent permitted by law, provide the Committee with such information as it 
may require for purposes of carrying out its functions. 

(b) Members of the Committee shall be compensated in accordance with Federal 
law. Committee members may be allowed travel expenses, including per diem in heu 
of subsistence, to the extent permitted by law for persons serving intermittently in 
the Government service (5 U.S.C. 5701-5707). 

(c) To the extent permitted by law, and subject to the availability of appropria- 
tions, the Department of Defense sh^ provide the Committee with such funds as 
may be necessary for the performance of its functions. 

Sec. 4. General Provisions, (a) Notwithstanding the provisions of any other Execu- 
tive order, the functions of the President under the Federal Advisory Committee Act 
that are applicable to the Committee, except that of reporting annually to the Con- 
gress, shall be performed by the Secretary of Defense, in accordance with the guide- 
lines and procedures established by the Administrator of General Services. 

(b) The Committee shall terminate 30 days after submitting its final report. 

(c) This order is intended only to improve the interned management of the execu- 
tive branch and it is not intended to create any right, benefit or trust responsibihty, 
substantive or procedural, enforceable at law or equity by a party against the Unit- 
ed States, its agencies, its ofiScers, or any person. 

William J. Clinton, 

The White House. 

May 26, 1995. 


Attachment C 

CHARTER OF THE PRESIDENnAL ADVISORY COMMITTEE ON GULF WAR VETERANS’ 

ILLNESSES 

A. COMMITTEE’S OFFICIAL DESIGNATION: Presidential Advisory Committee 
on Gulf War Veterans’ Illnesses (“Committee”). 

B. AUTHORITY: Executive Order No. 12961. 

C. OBJECTIVES, SCOPE OF ACTIVITIES, AND DESCRIPTION OF DUTIES 
FOR WHICH THE COMMITTEE IS RESPONSIBLE: The duties of the Committee 
are solely advisory. The Committee shadl provide to the President, through the Sec- 
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retary of Defense, the Secretary of Health and Human Services, and the Secretary 
of Veterans Alfairs, advice and recommendations based on its review of the follow- 
ing matters: 

1. Research: epidemiological, chnical, and other research concerning the Gulf War 
veterans’ illnesses. 

2. Coordinating efforts: the activities of the Persian Gulf Veterans Coordinating 
Board, including the Research Coordinating Council, the Clinical Working Group, 
and the Disability and Compensation Working Group. 

3. Medical treatment: medical examinations and treatment in connection with 
Gulf War veterans’ illnesses, including the Comprehensive Clinical Evaluation Pro- 
gram and the Persian Gulf Registiy Medical Examination Program. 

4. Outreach: government-sponsored outreach efforts such as hotlines and news- 
letters relating to Gulf War veterans’ illnesses. 

5. External reviews: the steps taken to implement recommendations in external 
reviews by the Institute of Medicine’s Committee to Review the Health Con- 
sequences Service During the Persian Gulf War, the Defense Science Board Task 
Force on Persian Gulf Health Effects, the National Institutes of Health Technology 
Assessment Workshop on the Persian Gulf Experience and Health, the Persian Gulf 
Expert Scientific Committee, and other bodies. 

6. Risk factors: the possible risks associated with service in the Persian Gulf Con- 
flict in general and, specifically, with prophylactic drugs and vaccines, infectious dis- 
eases, environmental chemicals, radiation and toxic substances, smoke from oil well 
fires, depleted uranium, physical and psychological stress, and other factors applica- 
ble to the Persian Gulf Conflict. 

7. Chemical and biological weapons: information related to reports of the possible 
detection of chemical or biological weapons during the Persian Gulf Conflict. 

It shall not be a function of the Committee to conduct independent scientific re- 
search. The Committee shall review information and provide advice and rec- 
ommendations on the activities undertaken related to the matters described above. 
It shall not be a function of the Committee to provide advice or recommendations 
on any legal liability of the Federal Government for any claims or potential claims 
against the Federal Government. As used herein, “Gulf War Veterans’ Illnesses’’ 
means the symptoms and illnesses reported by United States uniformed services 
personnel who served in the Persian Gulf Conflict. 

D. OFFICIAL TO WHOM THE COMMITTEE REPORTS: The Committee shall 
report to the President through the Secretary of Defense, Secretary of Health and 
Human Services, and Secretary of Veterans Affairs. The Committee shall submit an 
interim report within six months of the first meeting of the Committee and a final 
report by December 31, 1996, unless otherwise provided by the President. 

E. DURATION AND TERMINATION DATE: The Committee shall terminate thir- 
ty days after submitting its final report. 

F. AGENCY RESPONSIBLE FOR PROVIDING NECESSARY SUPPORT: Finan- 
cial and administrative support shall be provided by the Department of Defense. 

G. MEMBERSHIP: The President shall appoint up to a maximum of twelve (12) 
members. Committee members shall have expertise relevant to the ftmctions of the 
Committee and shall not be full-time ofiicals or employees of the executive branch 
of the Federal Government. Committee members shall be compensated in accord- 
ance with federal law. Committee members may be allowed travel expenses, includ- 
ing per diem in lieu of subsistence, to the extent permitted by law for persons serv- 
ing intermittently in the government service (5 U.S.C. 5701-5707). 

H. ESTIMATED ANNUAL OPERATING COSTS AND STAFF SUPPORT 
YEARS: It is estimated that the total annual costs of operations will not exceed $3.5 
million. Full time equivalent staff support years are expected to be approximately 
30 years of effort. 

I. NUMBER OF MEETINGS: The Committee shall meet as it deems necessary 
to complete its functions. 

J. SUBCOMMITTEE(S): To facilitate functioning of the Committee, 
subcommitee(s) may be formed. The objectives of the subcommitee(s) are to provide 
advice and recommendations to the Committee with respect to matters related to 
the duties of the Committee. Subcommittees shall meet as the Committee deems ap- 
propriate. 

K. CHAIRPERSON: The President shall designate a Chairperson from among the 
members of the Committee. 

L. DATE CHARTER FILED: 03 July 1996. 
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Attachment D 

FINDINGS OF THE PRESIDENTIAL ADVISORY COMMITTEE ON GULF WAR VETERANS’ 
ILLNESSES: INTERIM REPORT 

OUTREACH 

• DOD’s Persian Gulf Medical Registry Hotline and VA’s Persian Gulf Helpline 
effectively educate callers about the availability of the CCEP and the Persian Gulf 
Health Registry, respectively. Both telephone systems adequately refer callers to 
points of contact at medical treatment facilities. 

• DOD’s GulfllNK offers a user friendly, accessible resource that deposits infor- 
mation pertinent to Gulf War veterans’ illness in a central location. 

• Since GulfLINK contains contradictory intelligence reports, the net effect of 
posting these declassified documents on GulfLINK could be to confuse rather than 
enlighten the interested public. Without a better system for organizing and present- 
ing information, persons using the resource could gain false impressions or mis- 
understand documents. 

• Although mailings such as the memorandum from Secretary Perry and Chair- 
man Shalikashvili can be expensive, they are a reasonable method of getting infor- 
mation to the concerned popiilation. 

• VA’s On-line service and World Wide Web home page provide computer users 
with a widely accessible Gulf War veterans’ iUness education and referral resource. 

• VA’s print PSA gives readers useful information on Gulf War veterans’ ill- 
nesses. VA’s broadcast PSAs, which publicize the Helphne number but do not men- 
tion illness or potential illness as a reason to call, need improvement. 

• VA’s use of the term “priority care” in reference Gulf War veterans’ ehgibility 
for health care creates false expectations among a significant portion of its clientele. 

• PubUc and congressional concern for the health of Gulf War veterans has been 
evident since the world witnessed the 1991 oU well fires on television. DOD did not 
set up hotlines or sites at medical treatment facilities to provide information and 
medical referral services to Gulf War veterans until 1994, a significant delay in re- 
sponse time. 

VA’s Helpline started late in comparison with its other efforts to address the issue 
of Gulf War veterans’ illnesses. It was established two years after the initiation of 
the Persian Gulf Health Regist^ and one year following the passing of Public Law 
103-210, which initiated “priority care” services. VA had conducted some outreach 
in tandem with the establcshment of the Health Registry, but its Persian Gulf Re- 
view newsletter was sent only to those already participating in the Health Registry. 

MEDICAL AND CLINICAL ISSUES 

• No uniformity existed among the services in their predeployment or demobUiza- 
tion poUcies and procedures at the time of Operation Desert Shield/Desert Storm. 

• 'There is little evidence that quality control procedures were employed to ensure 
that existing policies were actually carried out during deployment or demobilization. 

• DOD’s policies and procedures were not adequate in eill cases to prevent mem- 
bers with preexisting conditions from deploying or to identify health problems ex- 
tant at the time of demobilization, and &ese conditions could have contributed to 
some current health concerns. 

• FDA and DOD undertook an urgent and orderly course of action under the cir- 
cumstances to devise a means to address the real tiu-eat of chemical and biological 
warfare in the Gulf War. 

• FDA has not been proactive in addressing public comments on the interim final 
rule or in devising better long-term methods for governing mihtary use of drugs, 
vaccines, devices, and antibiotics intended for chemical and biological warfare de- 
fense. 

• When a waiver of informed consent is granted, the government has a strong ob- 
ligation to conduct long-term followup of military personnel who receive investiga- 
tional products. 

• DOD did not keep adequate records on who received anthrax and BT vaccines 
and PB in the Gulf War theater. There is little possibility now of developing reliable 
data about which or how many persons received those products. 

• DOD and VA admit to problems with missing or lost medical records, but nei- 
ther system appears to place a priority on correcting these problems. 

• DOD’s rationale for the requirement that records of vaccinations be kept secret 
was not well understood. Tbis requirement confused and complicated recordkeeping 
procedures and hindered S3rstematic followup of health issues. 
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• The issue of accurate medical and vaccination records is central to the concerns 
of many iU veterans, and the absence of records has been suggested by some as evi- 
dence that the government is engaging in a cover-up of its own predeployment prac- 
tices. 


RESEARCH 

• Despite the unique features of the Gulf War, it should be possible using epi- 
demiologic approaches to determine whether Gulf War veterans have more or less 
mortality, ssnnptoms, or diseases than an appropriately chosen comparison popu- 
lation. 

• Most of the studies examined by the Committee appear to be well-designed and 
appropriate to answer questions about mortality, symptoms, or diseases. 

• Some studies currently imderway or planned at best will add little information 
to other better designed studies and could provide misleading information, leading 
to false conclusions. 

• External scientific review of the major epidemiologic studies has ranged from 
nonexistent, to one-time review of protocols, to standing scientific advisory panels 
which have an ongoing role in the design and execution of the studies. Ongoing ex- 
ternal review has proved beneficial to several of the studies. 

• Public advisory committees might improve communications with the veterans 
asked to participate in epidemiologic studies. 

• A single coordinating body with an overarching perspective is needed to monitor 
whether priorities are being established, whether outstanding research questions 
eire being adequately addressed, whether individual studies will contribute to the 
overall effort, and the extent to which the studies are responsive to recommenda- 
tions from external reviewers. 

• Sharing a subset of basic questions on demographics, symptoms, and exposures 
across large surveys of Gtilf War veterans and controls could provide information 
usefhl for comparisons across the studies and better understanding of differences in 
the study popiilations. 

• There is little exposure data available for Gulf War veterans about many key 
risk factors. As a consequence, it will be more difficult to link adverse health out- 
comes detected by epidemiologic studies to some specific exposures or risk factors. 

• The Persian Gulf Registry of Unit Locations data from DOD will be important 
for investigating questions about Gulf War veterans’ health issues, but it will not 
be a substitute for missing exposure data for many risk factors. 

CHEMICAL AND BIOLOGICAL WEAPONS 

• Although much was known at the time of the Gulf War, UNSCOM’s work pro- 
vides a more definitive picture of Iraq’s CBW capability and doctrine, reveaUng ad- 
vanced capabilities and underscoring the considerable uncertainty regarding Iraq’s 
intentions to use CBW agents against American and coalition troops. 

• The U.S. government’s decision to reexamine the records of the Gulf War for 
evidence of exposure to CBW agents is prudent in light of the health concerns of 
veterans and the findings from UNSCOM’s investigations. The Committee intends 
to monitor the investigations of PGIT and CIA. 

• DOD is taking reasonable steps to improve battlefield CW agent detection capa- 
bility by developing equipment that will detect mustard agent and that will not 
sound fMse alarms in response to common battlefield interferents. 

• The inability to provide real-time detection of BW agents constitutes a serious 
deficiency in the U.S. chemical and biological defense posture. 

• The abihty to monitor low-levels of CW agents would improve the health care 
surveillance of U.S. troops. 

Mr. Shays. Thank you. Major Cross. We will now go to Charles 
Sheehan-Miles. 

Mr. Sheehan-Miles. Mr. Chairman, on behalf of the board of di- 
rectors of the National Gulf War Resource Center, I would like to 
thank you for the opportunity to provide testimony for this hearing. 
We are the only nationally based coalition organization founded 
with the specific purpose of addressing these illnesses, and we ap- 
preciate your requesting our views on this very important issue. 

The Resource Center was founded in June 1995 to provide infor- 
mation and resources to a variety of grassroots organizations and 
service agencies which were assisting veterans of the Gulf war. Our 
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members are a wide cross-section of the Gulf war veterans’ commu- 
nity, ranging from small self-help, support groups to large, 
multistate organizations, both in the United States and in the 
United Kingdom. Our mandate lies strictly in the area of Gulf war 
veterans’ illnesses, providing information, resources and edu- 
cational materials to the public in an effort to assist and advocate 
for veterans. 

The subcommittee requested that we provide comments regard- 
ing the response of the VA to the health problems caused by the 
Persian Gulf war. We are happy to provide these comments and in- 
clude several recommendations we believe may help improve the 
situation. 

One of the things I want to stress before I go into these is the 
difference that we have seen all along between the official stance 
and the actual law and what the center of VA is trying to do as 
opposed to what is actually happening in the field. We know that 
there has been a lot of efforts put forward, but a lot of what we 
are concerned about is the actual implementation in the VA hos- 
pitals around the coimtry. 

The Resource Center believes that the response of VA, though 
improving, has serious shortcomings. These shortcomings are based 
on sever^ systemic problems within the VA. I will go over each in- 
dividually. They are: VA medical administrative personnel are un- 
trained to deal with the imique problems presented by Persian Gulf 
war veterans; two, a lack of understanding both by veterans and 
VA personnel of VA regulations; three, lack of compliance with the 
letter and intent of laws pass^ by Congress and signed by the 
President; four, misdirected and some potentially dangerous re- 
search; and finally, a system which has been extremely slow to re- 
spond to this issue. 

We believe that a breakdown in communication throughout the 
VA system denied medical treatment to Gulf war veterans since 
many medical professionals and staff are unaware of treatment 
programs that exist elsewhere within the VA system. This extends 
to research since providers are unaware of data resulting from that 
research. 

The VA has failed to conduct training programs which would in- 
form their medical and administrative personnel of the specific 
health problems associated with the Persian Gulf war. A number 
of potential exposures have been reported and studies have been 
conducted, but VA medical personnel do not know about these ex- 
posures or their possible effects on short- or long-term health. 

Some of these exposvires, which have already been discussed, in- 
clude depleted uranium, chemical or biological weapons, toxic oil 
smoke, inoculations, and endemic diseases. 

Unfortunately, VA has, to a large extent, relied on the DOD’s de- 
nial that many of these exposures took place or that they were seri- 
ous. Some of these exposures have very specific medical side effects 
which can be easily and cheaply tested. The medical personnel 
within the VA medical system are not adequately trained to deal 
with them. As a result, VA doctors are following standard medical 
diagnostic protocols which are designed to detect illnesses likely to 
be contracted in civilian life rather than in an extremely toxic war- 
time environment. 
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Private and some Government research has shown that medi- 
cally significant effects are shown when veterans are tested for the 
right illnesses. We are seeing some progress in this research. De- 
spite this, the VA continues to leave its medical personnel to fend 
for themselves when dealing with these hard to understand ill- 
nesses. 

Seeing no progress, veterans and their families become discour- 
aged and stop going to the VA for help at all. This training right 
now, which is currently a teleconferencing system, is not adequate 
because it does not reach even a small minority of the staff within 
the hospitals. 

The second issue I want to address is that VA regulations are 
difficult to understand not only for the veterans but also for the VA 
personnel whose charter it is to serve them. This shortcoming is 
adequately demonstrated by the recent recommendation of the 
Presidential Advisory Committee on Gulf War Veterans’ Illnesses. 
They stated, based on testimony from the VA, that the VA should 
stop using the term “priority care.” The VA testified before the 
committee that they did not provide priority care, they just called 
it that. But in fact that is what the law requires. 

The Resource Center and its associated organizations have also 
dealt with hundreds of cases of veterans turned away for treat- 
ment, improper billing of veterans, and in some cases inability to 
get scheduled for any appointment at all. Despite the letter and in- 
tent of the law mandating priority care for Persian Gulf war veter- 
ans, many veterans who were denied service-connected disability 
are regularly turned away for treatment if they don’t meet the 
means test. 

VA has failed to comply with the letter or the intent of the law 
in other specific areas. "The primary example lies in the area of 
compensation. To date, concrete diagnoses have been elusive for 
many Gulf war veterans, and this is an issue which has been 
raised in Congress before. 

Acting with compassion emd understanding. Congress passed a 
bill in 1994 designed to help many of these veterans who were dis- 
abled and unable to work but had no clear diagnosis. The intent 
was clear. That was to help the veterans who were sick even 
though they couldn’t fit on a standard diagnostic sheet. 

Yet in the end, less than 5 percent of the applicants have been 
approved for service-connected disability under this new regulation. 
Veterans are being denied compensation for various reasons, many 
of them because they are unable to establish that they were ill 
prior to this 2-year presumptive period. 

Given that the vast majority of Gulf war veterans had never 
heard of the Persian Gulf Registry prior to the cutoff date and that 
waiting periods for appointments are often 6 months or more, some 
veterans have been unfairly penalized simply because they could 
not afford to have a private physician substantiate their illness. 

Further, standard procedure for appointments at the VA is for 
the doctor to place a diagnosis in the records, even if a clear diag- 
nosis has not been reached. These diagnoses, no matter how inap- 
propriate, are frequently used as means to deny a veteran eligi- 
bility under this new regulation. 
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The Resource Center believes that VA’s research efforts have 
been inadequate and misdirected and in some cases are potentially 
dangerous. The VA Gulf Registry is not updated when a veteran 
is diagnosed or when he or she presents new S 3 anptoms. The re- 
cently published mortality rate followup study only included a 
tightly defined period of time during and since the war, and no VA 
research today has studied outcomes with specific treatment proto- 
cols. 

Like DOD, much of VA’s research and public relations efforts 
have been concentrated on proving or disproving whether or not 
there is a single cause for Gulf war veterans’ illnesses. The Re- 
source Center believes that this concentration is misplaced and 
misleading to the public when VA press advisories consistently 
state that there is no single cause, as if implying that there is no 
cause. 

In fact. Gulf war veterans were exposed to a variety of toxic 
chemicals and endemic diseases while serving in the region and 
more than likely suffer from a variety of closely related illnesses 
as a result. Further concentration on a single cause will only fur- 
ther delay getting help for Gulf war veterans who need this help 
now. 

VA has consistently refused to conduct widespread testing for de- 
pleted uranium contamination, despite surveys which show that as 
many as 82 percent of veterans may have entered contaminated 
enemy vehicles. 

At the same time, VA continues a long-term study of 22 veterans 
with depleted uranium shrapnel that is still in their bodies, even 
though an Army report concluded that acute or chronic toxicity is 
a potentially clinically significant health effect from embedded DU 
fragments and that the potential exists for both stochastic and de- 
terministic radiation effects from the long-term exposure to embed- 
ded DU fragments. We will be submitting a copy of this report 
after this testimony. 

Maj. Gen. Ronald Blanck, Commander of the Walter Reed Army 
Hospital, wrote in January 1994, “Clearly, chemical warfare agents 
were detected and confirmed at very low levels and could have con- 
tributed to these illnesses.” VA has failed to evaluate veterans for 
possible exposure to these low-level agents. 

Finally, both the VA and the overall Government response has 
been too slow. Only now, 5 years after the end of the war, is VA 
beginning its first epidemiological study of Gulf war veterans de- 
spite the calls for such research several years ago. Only a few hun- 
dred veterans have been compensated for Gulf war-related ill- 
nesses, though tens of thousands have applied. 

The Resource Center and its associated organizations have noted 
that many of the ssmiptoms presented by veterans are progres- 
sively getting worse, leaving a dark future ahead for many veter- 
ans if help is not received now. 

Our single biggest concern with the response from VA is the ap- 
parent lack of urgency. As more and more Gulf war veterans die, 
the claims process becomes more convoluted, committees debate 
policy, and very little is being done at ground level to help those 
who are suffering as a result of their service to their country. 
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The Resource Center has very specific recommendations which 
we believe will help alleviate some of the problems we have men- 
tioned. They are: 

No. 1: VA should begin an immediate program of seminars for its 
medical and administrative personnel to familiarize them with Gulf 
war veterans’ potential exposures and resultant health problems of 
those exposures. 

No. 2: VA should review and clarify its eligibility requirements 
for Gulf war veterans and make those requirements clear both to 
veterans and to VA personnel. 

No. 3: An outside review agency, such as the General Accounting 
Office, should review VA’s claims adjudication process for 
undiagnosed illnesses. Further, the arbitrary 2-year limit which 
was set by regulation rather than in the law should be removed im- 
mediately. 

No. 4: VA should commence testing for depleted uranium con- 
tamination assessing chemical weapons and other exposures and 
include these items in further studies. 

Further, VA should remove DU fragments from those veterans 
who still have them in their bodies unless such a removal presents 
a clear medical risk. The followup study on those particular veter- 
ans with the DU fragments should follow them for the rest of their 
life rather than ending after 5 years, as is currently planned. An 
independent institutional review board should review the ethical 
implications of that particular study. 

The VA should take advantage of the private research being done 
on Gulf war veterans’ illnesses to speed its response to this prob- 
lem. Such private research may create a dramatic impact on the 
progress toward finding real treatments for the illnesses suffered 
by Gulf war veterans. 

Finally, because the DOD is either unable or unwilling to release 
records of which soldiers took experimental drugs in the Gulf or 
were exposed to high levels of chemical or uranium contamination, 
VA should make the presumption that any veteran that served in 
the Persian Gulf war was in fact exposed and should be treated ac- 
cordingly. 

The Resource Center notes that the VA has improved its re- 
sponse considerably over the 5-year period since the end of the war, 
and we wish to encourage this improvement. However, further im- 
provement may not be possible unless we address these very real 
problems. 

In the last year, the number of Gulf war veterans reporting ill- 
nesses has doubled. At the same time, growing numbers of veter- 
ans are becoming disillusioned with the VA and turning to private 
sources for medical care, if there is any available to them. The 
problem is growing worse, and it is time to deal with it now. 

This concludes my testimony. 

[The prepared statement of Mr. Sheehan-Miles follows:] 

Prepared Statement of Charles Sheehan-Miles, Executive Director, 
National Persian Gulf War Resource Center 

On behalf of the Board of Directors of the National Gulf War Resource Center, 
Inc. (NGWRC), I would like to thank the Chairman and the Subcommittee for the 
opportunity to provide comments for the record to the Subcommittee on Human Re- 
sources and Intergovernmental Relations regarding the Department of Veterans’ Af- 
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fairs response to the health effects of the Persian Gulf War. As the only national 
based coalition organization founded with the specific purpose of addressing these 
illnesses, we appreciate your requesting our views on this very important issue. 

NGWRC was founded in June 1995 to provide information and resources to a va- 
riety ofgrassroots organizations and service agencies which were assisting veterans 
of the Gulf War. Our members are a wide cross-section of the Gulf War veterans’ 
community, ranging from small self-help support groims to large, multi-state organi- 
zations, both in the United Kingdom and the United States. Our mandate lies strict- 
ly in the area of Gulf War veterans’ illnesses, providing information, resources and 
educational materials to the public in an effort to assist and advocate for veterans. 

The Subcommittee requests that we provide comments regarding the response 
of the Department of Veterans’ Affairs to the health problems caused hy the Persian 
Gulf War. We are happy to provide those comments, and include several rec- 
ommendations we believe may help improve the situation. 

NGWRC believes that the response of VA, though improving, has serious short- 
comings. These shortcomings are based in several systemic problems within the VA 
system. These are: a) VA medical and administrative personnel are untrained to 
deal with the unique problems presented by Persian Gulf War veterans; b) a lack 
of understanding, with by veterans and VA personnel, of VA regulations; c) Lack 
of compUance wilh the letter and intent of laws passed by Congress and signed by 
the President; d) misdirected and some potentially dangerous research; and finally 
e) a system which has been extremely slow to respond to the issue. A complete 
breakdown in communication throughout the VA system denied medical treatment 
to Gulf War veterans since many medical professionals and staff are unaware of 
treatment programs elsewhere in the VA s 3 rstem. This extends to the area of re- 
search since providers are unaware of data resulting from that research. 

The Department of Veterans Affairs has failed to conduct training programs 
which would inform their medical and administrative personnel of the specific 
health problems associated with the Persian Gulf War. Though a number of poten- 
tial exposures have been reported and studies conducted, VA medical personnel do 
not know about these exposures and their possible effects on short or long term 
health. Some of these exposures include depleted uranium, chemical and/or biologi- 
cal weapons, toxic oil smoke, inoculations and endemic diseases. Unfortunately, VA 
has to a laige extent relied on the Defense Department’s denial that most of the 
exposures ever took place. Some of these exposures have very specific side effects 
and are easily and cheaply tested, but the medical personnel within the VA system 
are not adequately trained to deal with them. As a result, VA doctors are following 
standeird medical diagnostic protocols which are designed to detect illnesses likely 
to be contracted in civilian life, rather than in an exl^mely toxic wartime environ- 
ment. Private and some government research has shown that medically significant 
effects are shown when veterans are tested for the right illnesses. Despite this, the 
VA continues to leave its medical personnel to fend for themselves when dealing 
with these hard to understand illnesses. Seeing no progress, veterans and their fam- 
ilies become discouraged and stop going to the VA at all. The current teleconfer- 
encing system is not adequate because it does not reach even a smeill minority of 
the staff in most VA hospitals. 

VA regulations eue difficult to understand, both for veterans and for the VA per- 
sonnel whose charter it is to serve them. This shortcoming is adrauately dem- 
onstrated by the recent recommendation of the Ifresidential Advisory Committee on 
Gulf War Veterans’ lUnesses, which stated (based on VA testimony) that VA should 
stop using the term “priority care” if that is not what they really mean. Ironically, 
priority care is the term mandated by the law. Unfortunately, the meaning of the 
term “priority care” is imcleeu" and VA has stated in testimony before the Presi- 
dential Advisory Committee that they do not provide priority care at all — rather, VA 
allows Persian Gulf War veterans to receive evaluation and treatment related to the 
Persian Gulf Registir without undergoing a means test. NGWRC and its associated 
organizations have dealt with hundreds of cases of veterans turned away for treat- 
ment, improper billing of veterans, and in some cases inability to get scheduled for 
any appointment at all. Despite the letter and intent of the law mandating priority 
care for Persian Gulf War veterans, those veterans denied service-connected disabil- 
ity are regularly temed away for treatment unless they meet a means test for in- 
come. 

VA has failed to comply with the letter or the intent of the law in some specific 
areas. The primary example lies in the area of compensation; to date, concrete diag- 
noses have been elusive for many Gulf War veterans, an issue which was raised in 
Congress in 1993 and in 1994. Acting with compassion and understanding. Congress 
passed a bill in 1994 designed to help veterans who were disabled and unable to 
work yet had no clear diagnosis from the VA. The intent of Congress and the Presi- 



62 


dent was to provide assistance to veterans, but that is not what is happening. Less 
than five percent of the applicants have been approved for service-connected disabil- 
ity under the new regulation. Veterans are being denied compensation for various 
reasons, many because they are unable to estabfish that they were ill prior to the 
two-year presumptive period. Given that the vast majority of Gulf War veterans had 
never heard of the Persian Gulf Registry prior to the cut off date, and waiting peri- 
ods for appointments are often six mont^ or more, some veterans have been un- 
fairly penalized simply because they could not afford to have a private physician 
document their illnesses.^ PVrther, standard procedure for appointments is for the 
doctor to place a diagnosis on a coding sheet— even if a clear diagnosis has not been 
reached. These diagnoses, no matter how inappropriate, are frequently judged to 
make a veteran ineUmble under the undiagnose illnesses regulation. 

NGWRC believes that VA’s research efforts have been inadkiuate and misdirected 
and in some cases are potentially dangerous. The VA Gulf Registry is not imdated 
when a veteran is disposed or when he or she presents new symptoms. The re- 
cently published Mortality Rate Follow-Up Study only included a tightly defined pe- 
riod of time during and since the war, and no VA research to date has studied out- 
comes of specific ^atment protocols. Like DoD, much of VA’s research and public 
relations efforts have been concentrated on proving or disproving whether or not 
there is a single cause for Gulf War veterana illnesses. NGWRC believes that this 
concentration is misplaced and misleading to the pubhc when VA press advisories 
consistently state that there “is no single cause,” as if implying there is no cause. 
In fact. Gulf War veterans were e^osed to a variety of toxic chemicals and endemic 
diseases while serving in the region and more than likely suffer from a variety of 
closely related illnesses as a r^ult. Further concentration on a single cause will 
only nirther delay getting help for Gulf War veterans who need this help today. VA 
has consistently refused to conduct widespread testing for depleted uranium con- 
tamination, despite surveys which show that as many as 82% of veterans may have 
entered contaminated enemy vehicles.^ At the same time, VA continues a long term 
study of 22 veterans with depleted uranium shrapnel in their bodies, though an 
Army report concluded that “acute or chronic kidney toxicity is a potentially clini- 
cally significant health effect finm embedded DU fragments” and that “the potential 
exists for both stochastic and deterministic radiation effects from the long term ex- 
posure to embedded DU fi-agments.”* Though Mtgor General Ronald Blanck, MD, 
Commander of the Walter Reed Army Medical Center wrote on January 18, 1994 
that “clearly, chemical warfare agents were detected and confirmed at very low lev- 
els .. . [and] could have contributed to the illnesses . . .” •* VA has failed to evalu- 
ate veterans for possible ei^siue to these low level agents. 

Finally, both the VA and overall government response has simply been too slow. 
Only now, over five years after the end of the war, is VA starting its first epidemio- 
logical study of Gulf War veterans, despite the caUs for such research several years 
ago. Only a few hundred veterans have been coi^ensated for Gulf War related ill- 
nesses, though tens of thousands have applied. NGWRC and its associated organiza- 
tions have noted that many of the symptoms presented by veterans are progres- 
sively getting worse, leaving a dark mtiue ahead for many veterans if help is not 
received now. Oiu single biggest concern with the response from VA is the apparent 
lack of urgency — ^as more and more Gulf War veterans die, the claims process be- 
comes more convoluted, committees debate policy and very little is being done at 
ground level to help those who are suffering as a result of their service to their 
country. 

NG\^C has very specific recommendations which we beheve will help alleviate 
some of the problems we have discussed. They are: 

a) VA should bemn an immediate program of seminars for its medical and admin- 
istrative personnel to familiarize them with Gulf War veterans’ potential exposures 
and resultant health problems of those emosures. In many areas, such programs 
could be conducted in cooperation with local universities, hospitals and veterans’ or- 
ganizations. While such pro^iams would necessarily be infrequent (NGl^C rec- 
ommends quarterly) to minimize cost, it would have a dramatic unpact on treatment 
given to Gmf War veterans. 


•Unusually, the deadline imder this rule, for most Desert Storm veterans, falls well before 
the legislation was passed and the rule promulgated. 

^ Operation Desert Shield/Desert Storm Ass(xiation Survey, 1991-95. A copy of the survey re- 
sults is being submitted imder separate cover. 

^Assessment of the Risks from Imbedded Depleted Uranium Fragments, prepared by Eric G. 
Daxon, LTC, MS, USA, AFRRI and Jefl&ey Mu^, CPT, OD, USA, AFRRI. United States Army, 
25 March 1992. A copy of the report is submitted under separate cover. 

^Trip report to coalition coimtries, MG Ronald Blanck, January 18, 1994. A copy will be sub- 
mitted under separate cover. 
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b) VA should review and clarify its eligibility requirements for Gulf War veterans 
and make those requirements clear to both the veterans and VA personnel. 

c) An outside review agency such as the General Accounting Office should review 
VA’s claims adjudication process for undiagnosed illnesses. Further, the arbitrary 
two year limit should be removed immediatdy. 

d) VA should commence testing for depleted uranium (DU) contamination, assess- 
ing chemical weapons and other e^mosmres, and include these items in further stud- 
ies. Further, VA should remove DU fragments from those veterans who still have 
them in their bodies, unless such a removal presents a clear medical risk. The fol- 
low-up study on these particular veterans should follow them for their hfetime, 
rather than ending after five years as currently planned.® An independent Institu- 
tional Review Board should review the ethical implications of the study. 

e) VA should take advantage of the private research being on Gulf War veterans’ 
illnesses to speed its response to the problem. Such private research may create a 
dramatic impact on the progress toward finding real treatments for the illnesses 
suffered by (julf War veterans. 

f) Because DoD is either unable or unwilling to release records of which soldiers 
took experimental drugs in the Gulf or were exposed to high levels of chemical or 
uranium contamination, VA should prestime that any veteran who served in the 
Gulf War was in fact e^mosed and should be treated accordingly.® 

NGWRC notes that VA has improved its response considerably over the five year 
period since the end of the war, and we wish to encourage this improvement. How- 
ever, further improvement may not be possible until we address these very real 
problems. In the last year, the number of Gulf War veterans reporting illnesses has 
doubled. At the same time, growing numbers of veterans are becoming disillusioned 
with the VA and turning to private sources for medical care, if any is available. The 
problem is growing worse. It is time to deal with it now. 

Mr. Shays. Thank you. 

Dr. Rail, did you want to comment? I know you are accompany- 
ing Dr. Bailar. 

Dr. Rall. Yes, Mr. Chairman. 

The Institute of Medicine and VA and DOD have worked to- 
gether many times looking at problems of the veterans. I have a 
very brief statement and some executive summaries of recent re- 
ports, and if I may submit those for the record. 

[The prepared statement of Mr. Rail follows:] 

Prepared Statement of David Rall, M.D., Foreign Secretary, Institute of 

Medicine 

The Institute of Medicine of the National Academy of Science has worked with 
the Department of Veterans Affairs for many years on problems of the health of vet- 
erans. 

A study showing that many World War Two Veterans had been exposed to signifi- 
cant levels of Mustard Gas during a series of secret experiments testing protective 
clothing was released in 1993 by me Institute of Medicine (loM). 

The loM, also in 1993, reported on the association between Agent Orange expo- 
sure in Viet Nam and the subsequent development of certain diseases and suggested 
ways to estimate better the exposure to Dioxin (the toxic component of Agent Or- 
ange). A follow up report wiU be released later this week. 

Last year the Department of Defense asked the loM to evaluate the DoD Com- 
prehensive Clinical Evaluation Program for active duty personnel who had been in 
the Persian Gulf War. In a report released in January, 1996, the committee found 
that this was a comprehensive and compassionate effort to address the concerns and 
clinical needs of such personnel, but was not designed to answer critical epidemio- 
logical questions. 

Currently, the loM is studying the potential for toxic interactions of drugs, vac- 
cines and other chemical to which deployed military forces may have been exposed. 


'NGWRC estimates that these veterans will likely only begin to see health effects between 
5-20 years after the initial exposure — ending the study after five years will distort the results 
severely. 

' DoD has testified to the Presidential Advisory Committee on Gulf War Veterans’ Illnesses 
that they did not maintain any record system of which soldiers were given pyridostigmine bro- 
mide, anthrax and botulism vaccines, and to date DoD still has not published its registry of unit 
locations. 
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Other studies include the health effects of exposure to nuclear weapons tests, the 
occurrence of multiple sclerosis and other motor neuron diseases in veterans, the 
health effects of microwave exposure in veterans and other projects. 


Health Consequences of Service During the Persian Gulf War: Initial 
Findings and Recommendations for Immediate Action 

FINDINGS AND RECOMMENDATIONS 

In this report, the lOM Committee has attempted to highlight issues we believe 
would benefit from immediate action. In reviewing the laree volume of documents 
and the progress of research currently underway, we have identified areas that need 
prompt attention. As the scope and extent of health problems of Persian Gulf veter- 
ans have appeared to expand, the social response mso has grown. The committee 
believes that this has resulted in a fragmented attempt to solve these problems. 
Thus we believe that sustained, coordinated and serious efforts must be made in the 
near term to focus both the medical, social, and research response of the Govern- 
ment and of individuals and researchers. Hence, the findings and recommendations 
that follow are offered with the intent to focus and sharpen the debate, and to im- 
prove the quality of the data, and thereby, scientific inference. Finally, we hope to 
impact in a positive way the health in persons who served in the Persian Gulf War, 
as well as in those who may follow in other military encounters. 

Recommendations for immediate action follow based on the findings presented 
here and the background information presented in the next chapter. The rec- 
ommendations are to be viewed as independent, and are not presented in any prior- 
ity order within categories. The recommendations are divided into three categories: 
data and databases, coordination/process, and considerations of study design needs. 

DATA AND DATABASES 
FINDING 1 

The VA Persian Gulf Health R^stry is not a population database and is not ad- 
ministered uniformly, therefore, it cannot serve the purposes of research into the 
etiology or treatment of possible health problems. The Committee recognizes that 
certain tabulated descriptions of affected persons may le^timately be carried out for 
reasons other than the generation of scientific data. Specifically, there may be medi- 
cal reasons for collecting information about patients with certain kinds of problems, 
especially diagnostic problems, particularly in medical settings where the informa- 
tion may be subjected to more intense scrutiny. An example is the establishment 
of the VA referral centers for Gulf War veterans. Since a limited number of veterans 
have been referred to these centers, and because the sample is self-selected, the 
Committee concludes that it is unlikely that productive scientific research (espe- 
cially of an epidemiological nature) can ever be based on the data generated by the 
referral centers or the health registry as currently organized. 

RECOMMENDATIONS 

• The VA Persian Gulf Health Registry should be limited and specific to gather- 
ing information to determine the types of conditions reported. The role of this reg- 
istry should be clearly defined as a means for identif^ng and reporting illnesses 
among Gulf War veterans with concerns about their health. There should be efforts 
to implement quality control and standardization of data collected by the registry 
from other VA facilities. The VA registry data should not be promoted or described 
as a means to determine prevalence estnnates or identify the etiology of a disease, 
but should be reviewed promptly for enrollment trends and potential sentinel 
events. 

• The VA should improve publicity r^ardii^ the existence of the Persian Gulf 
Health Registry, and encourage aU concerned I’GW veterans to be registered. 

• Where possible the referral centers standardized protocol should be used in 
each VA facility. 

• The timeliness of data received linm the VA Medical Centers (VAMC) to be en- 
tered into the PG Health Registry database needs to be improved. 

FINDING 2 

No single comprehensive data system exists that enables researchers to track the 
health of Persian Gulf War veterans both while on active duty and after separation. 
As a result, it is not possible to conduct research and determine the morbidity and 
mortality experience of this population. Although both the VA and the DoD have 
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medical records systems in place, they are inadequate and unlinked. This lack of 
a single data system is a hindrance to research concerning delayed health effects, 
both for Persian Gulf veterans and for those serving in future encounters. 

RECOMMENDATION 

• The Vice President of the United States should chair a committee composed of 
representatives from HHS, DoD and VA to devise a plan to link data systems on 
health outcomes with the development of standardized health forms, the ability to 
access information rapidly, and an organized system of records for rapid entry into 
the data system. 


FINDING 3 

The characteristics of the population at risk are critical to any definitive studies 
of Gulf War health effects. The DoD has taken the proper steps to enumerate and 
describe this population that will be part of the planned, but yet incomplete. Army 
Geographical Information System model. 

RECOMMENDATIONS 

• The DOD registry needs to be completed as quickly and accurately as possible. 

• The Secretaries of DOD and VA should develop a single service-connected 
health record, for each present active duty and former service member. AU health 
data entries should be recorded in this single record for the individual. 

COORDINATION/PROCESS 
FINDING 4 

The committee has noted with interest and some concern the wide variety of dis- 
ciplines and expertise among persons who have considered possible causes of a mys- 
tery illness. It has appeared to the committee that some of these persons and orga- 
nizations are simply not qualified to draw reasoned scientific conclusions, or to im- 
plement those conclusions by means of specific medical intervention. There may be 
substantial risk from inappropriate interventions because of adverse reactions to 
drugs, development of resistant strains of microorganisms, or especially the diver- 
sion of attention away from more orthodox diagnoses and treatments that hold some 
promise of relief from symptoms of a “mystery illness.” 

RECOMMENDATION 

• Decisions to provide funding, to refer patients, or to change usual operating pro- 
cedures for providing financial support should be based on more solid scientific basis 
than has sometimes been evident in prior resomce allocation. Funding should be 
subject to external peer review and approval. 

FINDING 5 

There are dozens of studies of PGW health effects underway now, and many oth- 
ers are being initiated. Several efforts appear to be redundant, yet there are clearly 
gaps where research efforts are necessary. In its final report, the lOM Committee 
will recommend some additional specific research projects. 

Presently, the total number of imdiagnosed conditions is unknown because the 
data either are insufficiently understood or available. Data that are available are 
fragmented, managed by different methods in different agencies, and based on a 
wide variety of unconnected rationeiles, from both military and ci^an institutions. 
Many research efforts should, but do not, rely on a common set of data resources. 
Because so many unanswered questions remain concerning multi-system etiologies 
that have been proposed to explain undiagnosed signs and symptoms, all future as 
well as current evaluations must ensure that findings can be reconciled across stud- 
ies. 


RECOMMENDATIONS 

• The Persian Gulf Veterans Coordinating Board (chaired by the Secretaries of 
VA, DOD, HHS) should actively coordinate all studies developed from any new ini- 
tiatives that receive federal funding, to prevent unnecessary duplication and to as- 
sure that high priority recommended studies be conducted. These studies should un- 
dergo appropriate external peer review before, during, and after data collection and 
analysis. 
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• More staff should be assigned by the Persian Gulf Veterans Coordinating Board 
in order to monitor, collect, assemble, and make accessible when appropriate all rel- 
evant requested emerging data from studies now underway, and make periodic re- 
ports to the appropriate federal oversight authority. 

• Each new initiative should be evaluated in the context of what it can contribute. 
That is, each new study should add something of value to the information already 
being obtained or accumulated. 

CONSroERATIONS OF STUDY DESIGN NEEDS 
FINDING 6 

To date, most studies of PGW veterans have been piecemeal — one military unit 
here, one collection of volimteers with some problem there, etc. But, some of these 
studies have several fundamental problems. They are necessarily incomplete, they 
usually lack proper controls, they are hard to generalize, they are subject to grave 
statistical problems because of post-hoc hypotheses and multiple comparisons, and 
where an effect truly exists they tend to have low statistical power to detect a dif- 
ference. Thus, bits and pieces are not likely to answer any critical questions. The 
committee recognizes that an initial effort to survey a sample of veterans is under- 
w^, but more is needed. 

Overall, there has been a broad and serious lack of adequate attention to the de- 
sign of individual studies, and even more seriously, the scope and organization of 
an appropriate collection of studies, each focused on the resolution of a specific ques- 
tion. The committee regards this as a grave, though understandable failure. Experts 
in research design can and should work shoulder to shoulder with experts in the 
subject matter of each individual study: this is particularly true for work in epidemi- 
ology. A broader view of the whole collection of studies, including input from experts 
in subject matter and in research methods, persons knowledgeable about data 
sources and medical care systems, and those with general appreciation of public con- 
cerns and public policy has been conspicuously lacking. We believe that good studies 
could be done, but that they will require substantial input from experts in epidemio- 
logical methods. 


RECOMMENDATIONS 

• The VA and DoD should determine the specific research questions that need to 
be answered. Epidemiologic studies should be designed with the objective of answer- 
ing these questions given the input of experts in epidemiologic research methods 
and data analysis, along with the input of experts in the subject matter areas to 
be investigated. 

• To obtain data on symptom prevalence, health status, and diagnosed disease, 
the Secretaries of DoD and VA should collaborate to conduct a population-based sur- 
vey of persons who served in the PG, and of PG-era service personnel. The study 
should be designed to allow for adequate comparisons of outeome by sex, service 
branch, and rank, with oversampling sunong certain subgroups to allow for analysis. 
The lOM committee is wdUing to comment on and assist in the study design. An 
evaluation of the feasibility and need for a longitudinal study should take place co- 
incident with this national survey. 


FINDING 7 

Initial characterizations of smoke and unbumed contaminants from the oil well 
fires and other sources are not adequate, nor have the data available been reduced 
to a format usable for drawing conclusions or conducting health studies. Consider- 
able data exist from a wide munber of sources, but they have not been compiled or 
analyzed in any organized or efficient way. For example, lead levels that would 
cause acute toxicity have been reported; however, questions about the validity of 
these reports have not been adequately addressed. 

RECOMMENDATIONS 

• DoD should assemble and organize these data from all sources for evaluation 
by the lOM committee. 

• DoD should conduct a study that simulates exposure in tents heated by diesel 
fuel, with composition similar to that used in the PG. Fuels and conditions should 
simulate as closely as possible the conditions that existed in the PG. Exposure to 
lead and its possible effects should be explored further. The committee reviewed 
work done indicating that some personnel in the Gulf had lead levels consistent 
with acute intoxication. Thus in investigating lead exposure, special attention 
should be given to any history of abnormal pain or mental disorders. 
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FINDING 8 

As acknowledged Iw the investigator, the VA study of mortahty for the PG vet- 
eran population is of insufficient duration to observe a higher rate of death than 
would be expected from chronic disease outcomes. 

RECOMMENDATION 

• The VA should plan and provide support for its mortality study to continue in 
the future in order to permit the detection and investigation of long-term mortality 
from chronic disease. 


FINDING 9 

Although infertility, unrecognized and recognized pregnancy loss, premature de- 
livery, fetal growth retardation, birth defects, and abnormal development are all 
components of reproductive health, studies and surveillance efforts to date have fo- 
cused primarily on birth defects, fetal and neonatal deaths, and low birth weight. 
Adverse reproductive effects can be mediated through males as well as females, so 
it is important to study exposures of both parents. Information on infertility and 
miscarriage has not been included in the VA Health Registry efforts. Moreover, data 
on outcomes are available only from a single cluster study in Mississippi and the 
Army Surgeon General’s preliminary data evaluation. DoD launched recently a 
study of reproductive health, and the VA and DoD clinical evaluation protocols pro- 
vide some surveillance of infertility, miscarriage, birth defects, and infant deaths. 

The design of scientific studies to address reproductive risk associated with envi- 
ronmental exposimes is complex. A variety of endpoints may occur throughout the 
continuum beginning with fertility, through intra-uterine, peripartum, and neonatal 
development, and continuing with effects manifested only later in childhood. Addi- 
tionally, sophisticated expertise is required to document environmental exposures as 
the etiology for adverse pregnancy experience. There are research groups in some 
academic and federal settings that comd, if deemed appropriate, conduct such com- 
plex research. 


RECOMMENDATIONS 

• VA and DoD should include reproductive outcomes among the array of health 
endpoints in surveillance programs based on medical records and individual ques- 
tionnaires. Medical records, such as those to be included in the Seabees reproductive 
study and the DoD reproductive health study, would be suitable to ascertain still- 
birth, low birth weight, preterm delivery, and major birth defects. Questionnaires 
such as those administered for the VA health registry exam could, in addition, ad- 
dress questions of infertility and clinically recognized miscarriage, 

• The Persian Gulf Veterans Coordinating Board should consider specific expo- 
sures that are most likely to adversely affect reproductive health of women, men or 
both, distinguishing between agents that would affect reproductive health only if ex- 
posure occurred at or around the time of critical periods during pregnancy versus 
those that might have effects that would persist after the cessation of exposure. As 
specific hypotheses linking exposiu% and reproductive outcomes are identified, stud- 
ies that are suitable to providing more conclusive results for those associations 
should be designed. 

• The Persian Gulf Veterans Coordinating Board should remain alert but skep- 
tical about cluster studies such as those underway in Mississippi. Studies of this 
kind may be valuable in suggesting etiologic hypotheses; however, they have little 
promise for resolving questions about links between experiences in the Persian Gulf 
and reproductive health. Population-based studies of reproductive health outcomes 
are essential to resolve questions of effects of Persian Gulf Weir service. 

FINDING 10 

Women who did not realize that they were pregnant at the time were deployed 
to the Gulf; others became pregnant during their service in the Gulf. These ^oups 
of women may have been exposed to substances potentially hazardous to themselves 
and to their imbom babies. A study would permit comparisons of birth outcomes 
and potential adverse health effects on women exposed at different times in their 
pregnancies. 


RECOMMENDATION 

• The Persian Gulf Veterans Coordinating Board should conduct a study to com- 
pare women deployed to the PG who were or who became pregnant at any time dur- 
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ing the Persian Gulf War with an appropriate group of other women who were preg- 
nant, but did not serve in the PGW, to evaluate potential adverse health outcomes 
to the mother or child. This study should only be done if a sufficient number of 
women can be identified. Efforts should be made to gather exposure information rel- 
evant to service at potentially high-risk times during gestation. 

FINDING 11 

The committee has become aware that rosters exist that contain the names of per- 
sons vaccinated with anthrsix and botulinum toxoid. 

RECOMMENDATION 

• DoD should maintain its lists of those receiving anthrax and botulinum vaccines 
for the purpose of conducting foUow-up studies on these cohorts. 

FINDING 12 

Troops were given packets of pyridostigmine bromide (PB) pills to be taken as a 
prophylactic to the threat of nerve agent exposure, at the direction of their com- 
manding officer. PB by itself, in recommended doses, is a safe drug. Additionally, 
DEET (N,N-diethyl-m-toluamide) and permethrin were used by the troops to pre- 
vent insect bites. There is some information about the possible long-term toxicity to 
humans of DEET absorbed through the skin; however there appears to be little or 
no information about dermal absorption of permethrin from residues left on cloth- 
ing, bedding or elsewhere. Although permethnn is generally not applied to skin, ani- 
mal studies have shown that permeffirin is transferred from cloth to skin, and sub- 
sequently absorbed (NRG, 1994). There is little information about how PB, DEET 
and permethrin might interact; interactions among these compounds are possible 
and are inadequately studied. 


RECOMMENDATION 

• Studies are needed to resolve uncertainties about whether PB, DEET, and 
permethrin have additive or synergistic effects. Unsubstantiated suggestions that 
they may have chronic neurotoxic effects need to be tested in carefully controlled 
studies in appropriate animal models. Appropriate laboratoiy animal studies of 
interactions between DEET, PB, and permeuirin should be conducted. 

FINDING 13 

Reported symptoms suggestive of visceral leishmanial infections include fever, 
chronic fatigue, malaise, cough, intermittent diarrhea, abdominal pain, weight loss, 
anemia, lymphadenopathy, and splenomegaly. The committee has considered two 
aspects of exposure to L. tropica and resulting infection with leishmania: the occur- 
rence of either cutaneous or visceral leishmaniasis; and the possibility that some 
component of the poorly defined illness referred to as “Gulf War Syndrome” may re- 
sult from leishmania infection. 

Leishmaniasis (L. tropica) in PGW veterans has been evaluated in some very lim- 
ited clinical studies, but not in epidemiological studies. The clinical studies suggest 
that the complex of symptoms in the PGW veterans diagnosed with leishmaniasis 
differs from what has been described in the literature for other forms of leishmani- 
asis. A major limitation to further investigation and diagnosis of leishmaniasis is 
the lack of an informative serologic test or other easy to use screening tests. 

RECOMMENDATIONS 

• The DoD Joint Technology Coordination Group II has research responsibilities 
for infectious diseases of military importance and should give high priority to the 
development of a screening approach to be used under field conditions expected in 
deployment, and a useful diagnostic test for L. tropica. The board also should review 
the status of leishmania research, with a view toward either drafting a request for 
proposals for test development, or the structured coordination of existing activities. 

• All physicians should be notified to look for symptoms that are consistent with 
both leishmania infection and those reported as “GWS.” Clear instructions for fol- 
low-up actions should be widely communicated through the physician community. 
Veterans of Desert Storm should be notified that if they have symptoms that may 
suggest viscerotropic leishmaniasis they should bring this possibility to the atten- 
tion of the staff at any facility where they obtain any health care, whether it is in 
the VA system or not. The latter may be particularly important due to the potential 
for long-term survival of leishmania in the host. 
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• When it becomes feasible, VA, DoD, or both should conduct an epidemiologic 
and seroepidemiologic study of leishmaniasis in PGW veterans presenting symptoms 
or conditions and appropriate controls. Special attention should center on a possible 
relation between leishmaniasis and the “Gulf War syndrome.” 

FINDING 14 

The ecology and epidemiology of L. tropica are insufficiently studied. Many impor- 
tant questions remain unanswered concerning host species, vectors, and means of 
transmission to military personnel. The possible role of dogs as reservoirs of disease 
and the existence of vectors other than sandflies are questions that have been 
raised. 


RECOMMENDATIONS 

• DoD should closely monitor aU information regarding ecological and clinical 
studies of L. tropica being conducted in the U.S. and abroad. 

• International and U.S. researchers should be queried concerning any advances 
in diagnostic techniques for identifying L. tropica. 
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Evaluation of the U.S. Department of Defense Persian Gulf Comprehensive 
Clinical Evaluation Program 

EXECUTIVE SUMMARY 

In July 1994, the U.S. Department of Defense (DoD) asked the Institute of Medi- 
cine (lOM) to establish a committee to evaluate its Comprehensive Clinical Evalua- 
tion Program (CCEP). Since their return from service in the Persian Gulf region 
during Operations Desert Shield and Desert Storm, some active-duty military per- 
sonnel and veterans have reported a variety of health problems that they perceived 
to be associated with their service in that region. The DoD instituted the CCEP in 
June 1994 to evaluate and treat the health problems of these active-duty personnel. 
The DoD then asked the lOM committee to evaluate the protocol for the clinical 
evaluations and to comment on the interpretation of the CCEP results that have 
been obtained so far. In addition, the committee was asked to make recommenda- 
tions relevant to the conduct of the clinical evaluations in the future and to the 
broader program of the DoD Persian Gulf health studies, if appropriate. The pur- 
pose of this report on the CCEP is to provide a comprehensive evaluation of the 
major issues that the committee has identified since its first meeting in October 
1994. 

The CCEP is a compassionate and comprehensive effort to address the clinical 
needs of thousands of active-duty personnel who served in the Persian Gulf War. 
The CCEP chnical protocol is a thorough, systematic approach to the diagnosis of 
a wide spectrum of diseases. A spednc medical diagnosis or diagnoses can be 
reached for most patients by using the CCEP protocol. The DoD has made conscien- 
tious efforts to build consistency and quahty assurance into this program at the 
many medical treatment facilities and regional medical centers across the country. 
This nationwide effort was implemented relatively quickly. The committee com- 
mends the DoD for its efforts to provide high-quality medical care in the CCEP and 
the success it has achieved to date in developing the infrastructure necessary to effi- 
ciently contact, schedule, refer, and track thousands of patients through the system. 

Of the first 10,020 CCEP patients, 37% were diagnosed with a psychiatric condi- 
tion, most commonly depression or posttraumatic stress disorder. Many of the psy- 
chiatric diseases found in the CCEP population have both physical and psycholopcal 
symptoms and manifestations. The lOM committee encourages the DoD to empha- 
size in its future reports that psychosocial stressors can produce physical and psy- 
chological effects that are as real and potentially devastating as physical, chemical, 
or biological stressors. The committee also encourages the DoD to emphasize that 
effective treatments exist for many of these psychiatric disorders. 

There is currently no clinical evidence in the CCEP for a previously unknown, se- 
rious illness among Persian Gulf veterans. If there were a new or unique illness or 
syndrome among Persian Gulf veterans that could cause serious impairment in a 
high proportion of veterans at risk, it would probably be detectable in the population 
of 10,020 CCEP patients. On the other hand, if an unknown illness were mild or 
only affected a small proportion of veterans at risk, it might not be detectable in 
a case series, no matter how large. The DoD and the U.S. Department of Veterans 
Affairs (DVA) are sponsoring several large research studies that may provide more 
definitive answers as to whether there is a new, unique Persian Gulf syndrome. 

The CCEP was not, however, designed to answer epidemiological questions. In- 
stead, it was designed as a medical evaluation and treatment program. In a recent 
report on 10,020 patients, the DoD compares the symptoms and diagnoses in the 
CCEP with the s 3 fmptoms and diagnoses in several community-based and clinically 
based populations. The committee concludes that interpretations based on compari- 
sons with other populations should be made with great caution and only with the 
explicit recognition of the limitations of the CCEP as a self-selected case series. The 
CCEP results do have considerable clinical utility, and they could be used to address 
many important questions from a descriptive perspective. 

The results of the CCEP can and should be used for several purposes including 
(1) educating Persian Gulf veterans and the physicians caring for them, (2) improv- 
ing the medical protocol itself, and (3) evaluating patient outcomes. The medical 
findings of the CCEP should be distributed promptly to all CCEP primary care phy- 
sicians. The medical findings of the CCEP would also be of considerable value and 
interest to physicians in the DVA system and in the community. 

The DoD should consider developing a comprehensive document for use in the 
CCEP that describes the potential physical, chemical, biolomcal, and psychological 
stressors that were present in the Persian Gulf theater. If the CCEP physicians 
could obtain a clearer picture of the possible range of exposures, they might be able 
to counsel their patients more effectively. 
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Walter Reed Army Medical Center staff have developed the Specialized Care Cen- 
ter (SCO for the evaluation, treatment, and rehabilitation of a small, select group 
of seriously impaired patients who have been referred from regional medical centers. 
The committee’s review should be considered preliminary because the program is 
still early in its development. The committee believes that the DoD has taken a seri- 
ous approach to the treatment and rehabilitation of these impaired patients who 
have treatable, chronic diseases. If the SCC program is successful in improving the 
health and functional status of its patients, perhaps the elements that are most ef- 
fective in enabling the patients to cope with their ssmptoms could be identified. It 
might then be possible to disseminate some of these elements to the DoD medical 
treatment facilities, which are close to where the CCEP patients live and work. 

Mr. Shays. Sure. We heard from a number of veterans earlier, 
and I assume that all of you were in the room. Is that correct? Did 
you hear the testimony of the first panel? I will start with you, Dr. 
Rail, or Dr. Bailar. V^at is your general reaction to that testi- 
mony? 

When anyone passes you the mic, it is that they don’t want to 
answer and it is on your shoulders. 

Dr. Bailar. Thank you Dr. Rail. 

It is a difficult and touchy issue. I would like to separate the 
question of caution from need for medical care. I am personally 
convinced that many veterans do need medical care, whether or not 
we understand why they need that. 

Beyond that, I can say only that our committee is still in the 
phase of fairly intensive gathering of information. We have not yet 
come to the point of reaching findings or making recommendations 
beyond what were in our first report, and I believe the other com- 
mittee members have been trying very hard to keep completely 
open minds and not form opinions too soon. 

Mr. Sheehan-Miles. The testimony of the first panel was fairly 
representative of what I work with every day. Our member organi- 
zations are spread out around the country and in England. 

Mr. Shays. Your organization, for the record, are you nonprofit? 
profit? 

Mr. Sheehan-Miles. We are a nonprofit organization. What we 
do primarily is provide information, educational resources, what- 
ever we can to grassroots organizations. 

Mr. Shays. Who established this organization? 

Mr. Sheehan-Miles. A group of Gulf war veterans. We are pri- 
marily service grassroots organizations around the country. 

Mr. Shays. It was a group of Gulf war veterans who felt that no- 
body was listening and they were concerned and wanted to estab- 
lish this organization; is that correct? 

Mr. Sheehan-Miles. Yes, sir. 

Major Cross. Chairman Shays, I have been to a couple — we hold 
meetings on the Presidentijd Advisory Committee nationwide, and 
I have been to a few of them myself. The testimony at those meet- 
ings, as with the testimony this morning, is quite compelling, and 
we will continue to hold meetings. 

As a matter of fact, the next meeting of the committee is the end 
of this month in Boston, and we will hear more testimony from vet- 
erans nationwide. The veterans are sick, and they just want to be 
heard. 

Mr. Shays. Dr. Nishimi. 

Ms. Nishimi. I will let Major Cross’ statement stand. 
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Mr. Shays. I will just proceed with the three of you in the mid- 
dle, and if either one of you want to jump in. It is touchy because 
why, Dr. Bailar? 

Dr. Bailar. Because the medical issues are difficult to resolve, 
there is a great deal at stake, and many people are quite deeply 
and genuinely concerned about the illnesses and about the re- 
sponses to the illnesses. 

Mr. Shays. I want to make sure it is not touchy because it is a 
political problem. 

Dr. Bailar. I do not have a sense, sir, that this is a political 
problem. No, not at all. 

Mr. Shays. What would be. Dr. Bailar and Major Cross, your re- 
action to what Mr. Sheehan-Miles, his testimony, which differs 
from your testimony? Where would you take issue with Mr. 
Sheehan-Miles? 

Major Cross. I am not so sure that we necessarily take issue 
with what he is saying. I think we are all addressing issues that 
the bottom line is, there are no real answers to date, and there are 
still more questions than answers. 

I think everybody in their own way is trying to work feverishly 
to get answers to satisfy the requirements of the veterans if they 
are sick. Why am I sick, and what can be done to keep me healthy? 

Mr. Shays. I think he is saying more than that. 

Dr. Bailar. 

Dr. Bailar. My testimony is distinctly more upbeat, and it may 
be, though I can’t confirm this, because I am focusing on what has 
happened in the last 18 months on the research side. Our commit- 
tee was not charged with looking at the medical care that was de- 
livered, and I don’t know what we might have found if we had been 
so charged. 

Mr. Shays. Why should I be impressed with the Registry? 

Dr. Bailar. You mean the VA Registry. I think it is a way to get 
information on the record about very large numbers of veterans 
who have or may develop symptoms, and it may be an aid to the 
future diagnosis and medical care that they need. As I said, 
though, it is not a research tool. It was not developed to be a base 
for research or investigating the causes and specific outcomes of 
these illnesses. 

Mr. Shays. Major Cross, why should I be impressed with the 
Registry? What is so impressive about it? 

Major Cross. I am not so sure you should be impressed, nor am 
I. However, speaking on beheilf of the committee, that is an area 
that we have yet to look into but are definitely going to look into. 

Let me say this. Chairman Shays, not to cut you off. In the meet- 
ings that I have gone to and even talking with some of the veteran 
service organizations, veteran registration has touched just a frac- 
tion of the veterans out there that are eligible. 

Why the hesitation of the veterans not to participate in the reg- 
istry? I am not sure, being a veteran myself. I signed up for the 
Registry. It has been a positive experience for me. But long term 
to help the veterans, I tlhnk everyone owes it to themselves to get 
themselves into the system. 

Mr. Shays. Mr. Sheehan-Miles, why would I be impressed or 
unimpressed with the Registry? 
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Mr. Sheehan-Miles. I think the VA Re^stry can be a valuable 
tool in that it will give us the first indications of what large num- 
ber of symptoms that we are seeing. That is where we first started 
to understand that there were patterns of illnesses, whereas one 
veteran in North Dakota might suddenly read in the paper that 
6,000 other veterans around the country have the same symptoms 
he has, and that raises the question suddenly whether something 
similar happened to them. 

Mr. Shays. One of the things I don’t want to do is, I don’t want 
to be a committee chairman who basically, from the sideline, lobs 
a lot of bombs and sees faults and then tries to pick it apart, be- 
cause everyone is well meaning on this. But from the outside look- 
ing in, I am not impressed much at all because policy, theoretically 
looks to me like it could do something, but it doesn’t strike me that 
there is any energy involved in it. 

It strikes me that every veteran who went to the Persian Gulf 
should be personally contacted, they should be encouraged to par- 
ticipate and they should be asked some pertinent questions. 

Is this happening Dr. Bailar? 

Dr. Bailar. I think it is not happening in an effective way. I 
can’t tell you whether there have been at least minor efforts to con- 
tact every veteran, but I am not aware of any major effort, any con- 
solidated, concerted, long-term effort on the part of any Govern- 
ment agency to contact eveiy veteran and encourage them; that is, 
every Gulf war veteran; encourage them to get into the Registry. 

Mr. Shays. Major Cross, why hasn’t your advisory committee 
weighed in more on this issue? Is it just limited resources? Because 
it seems like a no-brainer to me. 

Major Cross. I understand what you are saying. We only began 
to meet in August. 

Mr. Shays. August of this last year? 

Major Cross. Yes, sir. There is nothing in the interim report, but 
that is a concern of ours. We do make mention of the fact. We also 
have some recommendations to better that message coming from 
the VA. 

There is still a lot more work needs to be done on this issue. We 
are just not there yet. 

Mr. Sheehan-Miles. Mr. Chairman, I think part of the concern 
here — and this is an issue that we have tried to raise before — ^VA’s 
outreach programs aren’t that bad. Even myself personally, shortly 
after I was discharged from the Army, I received a pamphlet in the 
mail describing benefits available to Persian Gulf war veterans. 

However, when a veteran or his family, for instance, goes to try 
and get help and they can’t get help at the local VA hospital, then 
the outreach efforts have failed, because they went in and were un- 
able to get help. 

Our real argument is with the actual implementation of medical 
care by the doctors at the VA hospitals around the country, and 
most of these doctors are perfectly good doctors but are not familiar 
with the kinds of illnesses you are going to see from the kind of 
exposure we had. 

Mr. Shays. I happen to believe that the worst thing that can 
happen is someone so convinced that they are sick and so unhappy 
that people don’t see that — that they are focusing on how much, on 
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how sick they feel that from the standpoint of a positive reinforce- 
ment of trying to lick that sickness, it makes it even more difficult. 

I wish every veteran could be convinced that DOD and the De- 
partment of Veterans Affairs were convinced that they had a very 
serious problem. The acceptance that you have a serious problem 
would lead to how we maJce you well; instead of someone having 
to go out of their way to convince others of the illness part of it. 

It seems to me that we should be accepting a lot of their reality 
and then seeing how we can help them. 

What I find particularly troubling is a number of these veterans 
think they will get worse rather than better. That is not a healthy 
attitude, but I understand why. 

I am troubled, Mr. Cross. I realize that you all started in Au^st, 
but I am troubled by the fact that there are too many questions 
that remain. Mr. Sheehan-Miles had a number of very severe criti- 
cisms of what is happening. It wasn’t just focus and urgency; it was 
a lot more than that. There were some very practical concerns. You 
all don’t take issue with his comments. I am gathering because I 
asked the question. 

Dr. Nishimi. In fairness to Major Cross, I wouldn’t characterize 
that the advisory committee takes issue with Mr. Sheehan-Miles’s 
testimony or does not. Mr. Sheehan-Miles’s testimony, a great deal 
of it, focused on clinical care issues and access to services and 
treatment, and those are two of the highest priority issues for the 
committee between now and the end of its final report. 

It’s such a complex matter, however, that we felt that in the 
short time available between the committee’s first deliverable and 
interim report, it deserved greater scrutiny and more justice than 
that time. It is not that the committee would take issue with Mr. 
Sheehan-Miles’s recommendation. 

Mr. Shays. Mr. Sheehan-Miles, how do you respond to that? 

Mr. Sheehan-Miles. We have certainly seen that. We have 
worked with the Presidential committee and watched them as they 
went through their hearings, reviewing very specific issues. I think 
my real concern is that after several years have gone by, and the 
Institute of Medicine and the Presidential advisory committee and 
all the different committees that reviewed this 

Mr. Shays. Your problem is that they started in August, that it 
has taken to August before this whole activity started. Blame the 
Congress and blame the White House, both, in that sense? Is that 
your point? 

Mr. Sheehan-Miles. Essentially, yes, sir. 

Mr. Shays. I interrupted you, but I just want to make sure that 
I am putting Congress in this as well. 

Any other comment you want to make, any of you? Any question 
you would have liked me to have asked? 

Major Cross. Chairmm Shays, let me put in my 2 cents worth. 
Being a Gulf war veteran, I guess I fall into the category of not suf- 
fering from any illnesses as a result of that war. 

And I also want to say that I think my experience with the VA 
is actually a positive experience. And I want — ^you know, we have 
been on a little negative — and I am not saying that they are com- 
pletely without fault, but I think in some cases they are trying to 
do their best in reaching veterans. 
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I had a representative from the Boston VA Hospital actually give 
a briefing to Gulf war veterans in my reserve unit about 6 months 
after I returned. My reserve unit at the time was in Massachusetts. 
So, I voiced a concern with this woman, she traveled on a Sunday 
afternoon to give this brief, which I thought was applaudable. And 
I voiced my concern, because I wasn’t from the Massachusetts area; 
I was from Connecticut. 

And she gave me the name of an individual in Connecticut, and 
I was actually one of maybe the few that were contacted by the 
Connecticut VA out of Newington, and they called and we set up 
an appointment and I went in for the appointment and had a full, 
100 percent physical. And I don’t think I got special treatment, but 
I guess what I sense is, the system worked well for me, but I am 
hearing it doesn’t necessarily work well for others. 

Mr. Shays. Yes, sir? Just a little louder, please. 

Mr. Sheehan-Miles. Mr. Chairman, one of the things I would 
like to point out here — and this is an issue that I would fully con- 
cur with Major Cross on — in my own case, I have gone to the VA 
hospital over a perfectly normal medical problem and got fairly 
quick and good response. 

It is the undiagnosed illnesses where we are seeing the problem. 
It is the illnesses that are slightly unusual where the doctors and 
the staff are not necessarily that familiar with them and, con- 
sequently, they will run through the same kinds of batteries of 
tests over and over again, and the results don’t meet what you 
would expect to norm^ly see. There is not really that much of an 
argument that for a simple — ^for instance, if you went in with a bro- 
ken leg that any VA physician could fix that broken leg with a min- 
imum of difficulties. 

Mr. Shays. When we do investigative work like that, we find 
that it’s not one person’s fault. We find, collectively you meet the 
enemy and it is us, it is £dl of us. One side could do a little bit more 
and the other could do a little bit more, and if we collectively did 
that, we would have a winning team. 

My problem is that I believe — ^as I have seen this and why we 
wanted to enter this is that we are failing our veterans, and I think 
we are well-intended and the Department of Veterans Affairs isn’t 
before us today. We wanted to just lay out some of the challenges. 
This is not an indictment of them. It’s not an indictment of anyone 
yet, but it is an indictment that there is a failure. 

Dr. Bailar, you said you wanted to separate the cause and the 
need for medical care. I think there is a validity in that in the 
sense that, let’s make sure they are getting the care they deserve 
and then at the same time look for the cause. 

I need to end my question by asking each of you — and we have 
to be candid with each other. The issue is, first, is your govern- 
ment, is Congress, is the White House, is the Department of Veter- 
ans Affairs doing all that it can to properly treat veterans, one; and 
is it doing all that it can to search for the illness? 

And I am willing to separate those two and I will start with you. 

Dr. Bailar. As I said, we have not looked at the program of med- 
ical care. I believe that the VA and the DOD are both undertaking 
appropriate kinds of research programs. And if these are faithfully 
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carried out, I think they will give us answers to the most pressing 
questions. 

Mr. Shays. Well, we need those answers soon. 

Dr. Bailar. Yes. 

Mr. Shays. Mr. Sheehan-Miles. 

Mr. Sheehan-Miles. I think my answer to both questions, both 
on the research and the medical care issue, is that, no, they are 
not doing enough. 

Mr. Shays. No, we’re not, OK. 

Major Cross. 

Major Cross. I would have to agree with Mr. Sheehan-Miles; 
they are not doing enough. The search, however, for a cause and 
effect is ongoing. There just needs to be better coordination. I 
would agree with what Mr. Sheehan-Miles said earlier. It’s almost 
a chance encounter. 

If you go to a lot of VA facilities with a broken leg, you can fix 
that; that is well detailed and medical analysis of what is wrong. 
But somebody with unexplained illnesses talking to a doctor that 
may not be familiar with the Gulf war veteran syndrome, there is 
a definite disconnect there, and the treatment would probably be 
wrong for the patient. 

Mr. Shays. Thank you all very much. I appreciate you being 
here. It may be that we’ll invite you back in one of our later hear- 
ings. Thank you so much for coming. 

We will conclude with our third panel. Our third panel is com- 
prised of five individuals, Matthew Puglisi, assistant director of 
National Veterans Affairs, The American Legion; testimony from 
Lennox Gilmer, associate legislative director. Disabled American 
Veterans; Kelli Willard-West, director of Government Relations, 
Vietnam Veterans of America; Dennis Cullinan, deputy director of 
National Legislative Service, Veterans of Foreign Wars; and Scott 
Vanderheyden, Gulf war coordinator, Vietnam Veterans Agent Or- 
ange Victims, Inc. 

[Witnesses sworn.] 

Mr. Shays. For the record, all five of our witnesses have an- 
swered in the affirmative. Thank you very much. Please be seated. 

STATEMENTS OF MATTHEW L. PUGLISI, ASSISTANT DIRECTOR 
OF NATIONAL VETERANS AFFAIRS, THE AMERICAN LEGION; 
LENNOX E. GILMER, ASSOCIATE NATIONAL LEGISLATIVE DI- 
RECTOR, DISABLED AMERICAN VETERANS; KELLI WILLARD- 
WEST, DIRECTOR OF GOVERNMENT RELATIONS, VIETNAM 
VETERANS OF AMERICA; DENNIS CULLINAN, DEPUTY DIREC- 
TOR OF NATIONAL LEGISLATIVE SERVICE, VETERANS OF 
FOREIGN WARS; AND SCOTT VANDERHEYDEN, GULF WAR 
COORDINATOR, VIETNAM VETERANS AGENT ORANGE VIC- 
TIMS, INC. 

Mr. Shays. I think what we’ll do is just go right down the list 
here. And let me say that you honor our committee by your pres- 
ence. 

I appreciate your being here, and I make an assumption that you 
all have been here for a bit, so you can feel comfortable also re- 
sponding to what you have heard earlier. That is important for the 
public record, to have that response, and we don’t view it as going 
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after someone else. We simply view it as a way to help us see 
where the disagreement is and where the solutions are. 

So we will start with you, Mr. Puglisi. 

Mr. Puglisi. Thank you, Mr. Chairman, for inviting The Amer- 
ican Legion to testify today about the Department of Veterans Af- 
fairs’ efforts on behalf of Gulf war veterans. I would like to focus 
my comments on the VA’s efforts to compensate these veterans for 
the illnesses they have, not only for the sake of time, but also be- 
cause it hasn’t been focused on, up until now, today too much. 

And I would also like to talk briefly about some of the things 
that The American Legion has been doing on behalf of Gulf war 
veterans. 

Five years ago the United States and coalition smashed the Iraqi 
Army during Operation Desert Storm, and the cost of blood, though 
dear, was much less than any could have dreamed. The long-term 
costs of the brief war, however, continue to confront us at home. 

Besides the veterans who suffered wounds, injuries and disease, 
directly and indirectly related to combat and overseas deployment, 
thousands are suffering from a chronic illness or illnesses known 
as Gulf war syndrome. The Veterans Benefits Improvement Act of 
1994 enabled VA to pay disability compensation to Gulf war veter- 
ans who suffered from undiagnosed symptoms. The purpose of this 
law was to help Gulf war veterans with a service-connected disabil- 
ity, Gulf war syndrome, until their symptoms were treated because 
of medical bre^throughs. 

The American Legion has learned that VA is not compensating 
the vast majority of these veterans who have applied for compensa- 
tion. The American Legion has reviewed a representative sample of 
undiagnosed illness claims with American Legion power of attorney 
and we have found that only 4 percent were granted, 73 percent 
were denied, and 23 percent were partially denied. The partial de- 
nials mean that some of their symptoms or complaints filed for 
were denied, some were granted. 

What we found in that 23 percent, the vast majority of grants 
were for things that aren’t related to undiagnosed symptoms or 
Gulf war syndrome — ^residuals from a broken leg or arthritis or 
other things that are fairly common within the medical community. 
These numbers show that thousands of veterans who are sick from 
their wartime service in the Persian Gulf are being denied benefits. 
The intent of the law is clearly not being met. 

The American Legion’s review also found that there is no uni- 
formity among the foiur area processing offices that adjudicate 
these claims and little training has occurred to prepare their em- 
ployees to process these claims. We therefore recommend that VA 
immediately coordinate its processing of Persian Gulf undiagnosed 
illness claims to create a more uniform and professional system. 

Another finding was that 19 percent of the denial letters sent to 
veterans were inadequate when judged according to VA’s own regu- 
lations and Court of Veterans Api^als decisions. That signifies that 
on top of den 5 dng the vast majority of these claims, the VA is not 
properly informing one out of five veterans whose claims were de- 
nied why they were denied. We therefore recommend VA conduct 
an intensive outreach and followup effort with Gulf war veterans 
whose undiagnosed illness claims have been denied. 
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The American Legion has undertaken a focused effort to fill the 
health care and disability compensation gap created by the Federal 
Government’s inconsistent response to Gulf war veterans. Our fam- 
ily support network has given over $500,000 to Gulf war veterans 
in financial need since Operation Desert Storm. We are conducting 
a systematic review of all the ongoing scientific studies examining 
Gulf war syndrome to ensure that they meet the highest scientific 
standards. To date, we have found some gaps in the research stud- 
ies, including birth outcomes, and also comparison and inappropri- 
ate control groups and some of the epidemiology studies. 

The American Legion is uncovering and examining evidence of 
troops’s exposiu-e to chemical and biological warfare agents during 
Operation Desert Storm through the use of the Freedom of Infor- 
mation Act and other means. To date, we have found the Depart- 
ment of Defense’s assertion that such exposures did not occur to be 
preposterous and counterproductive to the objective scientific study 
of Gulf war syndrome. 

We have undertaken a number of outreach efforts to include a 
toll-free number, a site on the World Wide Web, radio public serv- 
ice announcements and numerous American Legion magazine arti- 
cles that discuss Gulf war syndrome and the illnesses of Gulf war 
veterans. 

Behind each statistic stands a veteran and behind each veteran 
stands a family. Thousands of veterans returned from the Gulf war 
suffering from an illness or illnesses caused by one, some, or all of 
the environmental hazards they were exposed to 5 years ago. 

There is no known treatment. The cold numbers that I just relat- 
ed to the committee equate to thousands of veterans denied help 
from the Government. The cold nximbers equate to thousands of 
family members who suffered through financial hardships because 
the veteran cEumot perform well on their jobs or perhaps they have 
lost their job because of illness. 

In conclusion, thousands of Gulf war veterans who suffer from a 
severe service-connected disability known as Gulf war syndrome 
are not receiving health care or compensation from the VA. In 
order to alleviate this problem, the VA must aggressively move to 
change the regulations and practices that have allowed this to 
occur so America’s newest generation of war veterans and their 
families are given the treatment that they deserve. 

Thank you, Mr. Chairman for inviting The American Legion to 
share its findings and recommendations today. The committee has 
done the Gulf war veterans a great service by conducting these 
hearings, and we are confident that the hearings will result in posi- 
tive changes in how the VA approaches the illnesses that afflict 
Gulf war veterans. 

Mr. Shays. Thank you for your kind words. That is certainly our 
goal. 

[The prepared statement of Mr. Puglisi follows:] 

Prepared Statement of Matthew L. Puglisi, Assistant Director of National 
Veterans Affairs, The American Legion 

Five years ago, U.S. and Coalition Forces crushed the Iraqi Army during Oper- 
ation Desert Storm costing much less in blood than many had dreamed. The long 
term costs of the brief war, however, continue to confront us at home. Besides the 
veterans who suffered wounds, injuries and diseases directly and indirectly related 
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to combat and overseas deployment, thousands are suffering from a chronic ailment 
or ailments, the media has called “Gulf War Syndrome.” 

In 1991, many retiuming veterans reported symptoms of fati^e, skin rash, mem- 
o^ loss, joint pain, and other symptoms that hemth care officials could not easily 
diagnose. Gulf War S 3 mdrome (GWS) is a complex of ill defined and often poorly 
characterized symptoms. It may not be one distinct illness, but several. The ongoing 
and futiu-e scientific studies should help determine a better case definition. Today, 
The American Legion will focus on the GWS, the Department of Veterans Affairs’ 
responsiveness and The American Legion’s efforts on behalf of Gulf War veterans. 

UNDIAGNOSED ILLNESS DISABILITY COMPENSATION 

In November 1994, the President signed Pubhc Law 103—446, the “Veterans’ Ben- 
efits Improvements Act of 1994.” This was a bold, unprecedented approach to the 
payment of compensation for service-connected disability. For the first time, Persian 
Gulf veterans whom VA told “we don’t know what is wrong with you” could receive 
compensation for undiagnosable conditions that directly impacted on their abihty to 
work. In response to the legislation, VA issued regulations prescribing how this type 
of claim would be adjudicated. What was hailed as groundbreaking legislation and 
what seemed as a “liberal” claims process, has generally not met the needs of most 
ill Gulf War veterans. The intent of P.L. 103-446, that Gulf War veterans who are 
ill would be compensated until GWS was defined and a treatment developed, is not 
currently being achieved. 

The American Legion is currently completing Phase I of a review of a representa- 
tive sample of its undiagnosed illness compensation claims adjudicated by VA in 
which The American Legion holds the power of attorney. To date. The American Le- 
gion has completed its review in three of the four Persian Gulf Area Processing Of- 
fices (APO). 'The size of the cohort examined, 115, will be large enough to provide 
findings that are significant for the universe of undiagnosed illness claims. 

The most significant findings of this review are that 4% of the claims were grant- 
ed, 73% were denied, and 23% were partially granted (see attached chart). Further- 
more, 19% of the denial letters sent to the veterans were inadequate according to 
VA’s own relations and Coiut of Veterans Appeals (COVA) decisions. 

The majority of the reasons for denial given by VA was the symptoms did not be- 
come manifest to a compensable degree of 10% within the required two years of the 
veteran leaving the Persian Gulf 'Theater. As a matter of law, VA determined such 
claims were not “well grounded” or “possibly plausible.” Under these circumstances, 
VA stiU has a duty, as spelled out by the Cfourt of Veterans Appeals (COVA), to in- 
form the veteran what evidence would make the claim “possibly plausible.” Our pre- 
liminary findings do not show that VA consistently met its mandate “to inform,” 
which may have contributed to the low allowance rate for these claims. 

Phase II of The American Lemon’s review will begin soon after the data from 
Phase I is collected, analyzed and disseminated to American Legion Service Officers 
in the field. Phase II will follow-up with the individual veterans who have filed 
these claims, and determine what their experience was hke with the VA system. 
The findings from Phase II will be used to help VA fix a benefits program tiiat is 
not meeting the intent of the law. 

The APOs were advertised by the VA as places where adjudicators would receive 
special training to handle Persian Gulf War undiagnosed illness claims. In reality, 
the specialized training has been only minimal and the four APOs each process 
these claims in a different and inconsistent manner. We have found this has had 
an adverse impact on the allowance rate and the quahty of the processing of these 
claims. 


PERSIAN GULF WAR HEALTH REGISTRY 

The Persian Gulf War Veterans Health Registry was created in 1992 in response 
to the oil well fires ignited by Iraqi forces before the start of the ground war, and 
the fears that veterans’ present and future health would be affected by inhalation 
of the oil smoke The original goals of VA’s Registry were to provide a “baseline” 
physical for iU veterans, identify veterans who were ill and document the most com- 
mon symptoms and complaints. 

The VA’s registry does not give the full picture concerning the prevalence of GWS 
among veterans who seek regis^ exams because of its reporting procedures. Al- 
though not designed to be an epidemiological study, the Registry collects important 
data for VA and other researchers. 

At one point, VA’s data forms allowed veterans to fist only the “top” six symp- 
toms. If a veteran had more than six symptoms (which most did), they had to 
prioritize them as the most painful or persistent. Therefore, many of the symptoms 
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were ignored as minor in nature. If a veteran listed aching joints, memory loss, fa- 
tigue, diarrhea, chest pains and bleeding gums, a skin rash would not be addressed. 

A major problem with the Registry and the claims adjudication process is that 
medical doctors in the Western World are trained to diagnose diseases. VA doctors’ 
“natural instinct” is to assign a diagnosis or diagnoses to the symptoms that Gulf 
War veterans experience. These diagnoses go to the VA Central Office in the form 
of internationally recognized diagnostic codes (ICD-9 Codes). VA has concluded from 
this data that 1) most of the veterans on the registry receive diagnoses and 2) the 
VA cannot see anything new or mysterious in the data it has collected, and Gulf 
War veterans are suffering from the same types of medical problems as are found 
in the general population. 

What VA has been missing is the importance of reported symptoms, particularly 
if the veteran’s symptoms were initially diagnosed as a psychological illness. Major 
Depression and Somatoform Disorder have overlapping symptoms with GWS, as 
does Chronic Fatigue Syndrome, Fibromyalgia, and Multiple Chemical Sensitivity. 
Yet one patient can receive different diagnoses with the same symptoms from dif- 
ferent doctors because the diagnoses depend on the training and sensitivity of the 
examining doctor This is true in VA and any other health care system. Getting a 
second opinion from a medical doctor is a natural habit of Americans. Once a VA 
medical doctor makes a diagnosis, however, the VA then concludes that the veteran 
is not suffering from GWS. Therefore, the inclination to diagnose may mask data 
in determining the real prevalence of GWS among veterans who have received Reg- 
istry exams. This is a function of GWS not being well defined and being novel. 

When one examines the Registry data by reported symptoms, however, particu- 
larly the five most common complaints (fatigue; skin rash; headache; muscle, joint 
pain and memory loss) one begins to see a different picture. On average, VA as- 
signed diagnoses to 86% of the S 3 nnptoms reported on Registry examinations (as of 
July of 1995). That leaves 14% of the reported symptoms as undiagnosed. That is 
significant not only in and of itself, but also when one asks a legitimate question: 
how many of those symptoms are really misdiagnosed? This is not to suggest that 
the VA is staffed by incompetent doctors, but it recognizes that Western medicine 
is geared towards diagnosing Ulness. With so many ailments similar to GWS, one 
must analyze the frequency of complaints to imderstand prevalence of illness. VA 
originally described GWS as primarily recognizable psychological diseases when it 
first examined Gulf War veterans. 

The true extent of GWS can only be determined by ongoing epidemiology studies. 
In the meantime, in order to determine its prevalence in Gulf War veterans in the 
VA Registry, one must examine the reported symptoms, not just the diagnoses. 

One of the key questions that arises from evaluating the Registry data is: what 
is happening to those veterans that complain of the most common symptoms? What 
is the outcome of their visit to the VA? Are they getting better, or are they slipping 
through the cracks? The VA is conducting a study out of its East Orange, New Jer- 
sey Medical Center to determine this, and The American Legion is designing its own 
study to examine this question as well. Our hypothesis is that these veterans who 
complain of the symptoms are not receiving the proper foUow-up and treatment they 
deserve. These studies should prove or disprove this hypothesis. 

THE AMERICAN LEGION’S SERVICE TO GULF WAR VETERANS 
Temporary Financial Assistance (TFA) 

An integral part of our Family Support Network, TFA has provided over $500,000 
in grants to Gulf War veterans and their families in need. The grants are tjqiically 
used to provide a temporary financial boost during a crisis, or to help families who 
have a sick Gulf War veteran in the household. Veterans who have received TFA 
are actively followed-up by The American Legion in order to ensure that they have 
overcome their hardships. If they have not. The American Legion is prepared to help 
them once again. 

Undiagnosed Illness Claims Study 

Phase I, initial data collection is almost completed. The data collected will be used 
to educate American Legion service officers in order to enhance their service to Gulf 
War veterans. Phase II will follow-up with veterans who have filed these claims 
with Amencan Legion Power of Attorney and its findings will help determine what 
changes the VA must initiate to get compensation to sick Gulf War Veterans. 
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STUDIES, RESEARCH AND ADVISORY PANELS 
University of Connecticut Health Center 

Dr. Michael Hodgston M.D., M.P.H., Associate Professor of Medicine is providing 
The American Legion with m^cal advice concerning GWS. He is reviewing over 40 
pubhc and private studies currently being conducted. He is also designing a study 
specifically for The American Legion to examine outcomes of the Registry exams for 
veterans who complain of fatigue, joint and muscle pain, headaches, and memory 
loss. The hypothesis is that because the VA is dependent on diagnoses in tracking 
Gulf War veterans, it is not properly following symptomatic Gulf War veterans. 

Chemical and Biological Warfare ( CBW) Agents and Exposures 

There are a number of solid and anecdotal reports concerning troops in Desert 
Storm being exposed to CBW agents. The Department of Defense’s insistence that 
such exposures did not occur, although preposterous in the face of such strong evi- 
dence, prevents the VA from conducting appropriate scientific research examining 
CBW exposures and GWS. The American Legion has, therefore, requested a large 
number of classified docmnents and reports that should shed some light on this 
issue, and is cooperating with private researchers who are conducting scientific 
studies into CBW exposures and s 3 fmptoms. 

Economic Impact Study 

One out of five service members in the Gulf War was a mobilized Reservist or 
member of the National Guard. The American Legion has helped thousands of them 
make the transition back to civilian life. However, it has become apparent that mo- 
bilization has had a negative lingering impact on these veterans. The American Le- 
gion is therefore designing a study that will measure the financial impact mobiliza- 
tion had on these veterans. The findings of the study will be used to seek changes 
in the laws and regulations governing mobilization to ensure that 1) Gulf War veter- 
ans are aided in their continuing transition and 2) future veterans who are mobi- 
lized have more of a safety net in place for their return home. 

VA’s Persian Gulf Expert Scientific Committee 

The American Legion sits on the committee composed of medical and scientific ex- 
perts both inside and outside the federal government. The committee examines all 
aspects of patient care, possible medical diagnoses, and provides medical consulta- 
tion to the VA. The American Legion has been a vocal advocate for Gulf War veter- 
ans on this committee. 

Coalition Veterans 

The American Legion is in close contact with a number of veterans groups in the 
United Kingdom, Denmark, Norway and Canada. 

OUTREACH 


The Internet 

The American Legion introduced a Homepage on the World Wide Web in Feb- 
ruary 1996. A Gulf War site is on the Homepage, and it will evolve into a valuable 
resource for Gulf War veterans, their families, their advocates, and researchers in 
the months to come. 

The American Legion Magazine and The Dispatch 
Several past issues have been dedicated to Gulf War veterans and GWS, and the 
May 1996 issue of the Magazine will feature Gulf War veterans, their famiUes and 
their advocates. 

Toll Free Telephone Number 

1-800-433-3318 will put a veteran in touch with the nearest American Legion 
Service Officer and Post who can help this veteran with any problems or disabilities 
he or she may confront. 

Radio Public Service Announcements 

Airing later this month they will announce The American Legion’s toll free num- 
ber and encourage Gulf War veterans in need to contact The American Legion. 

CONCLUSION 

Thousands of Gulf War veterans who are symptomatic for the illness, or illnesses 
known as GWS are not receiving health care or compensation from VA. This fact 
is not to deny that VA is treating and compensating thousands of Gulf War veter- 
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ans, many who may also suffer from GWS. The problem, nevertheless, is acute and 
demands the immediate action of the VA to fix. 

The American Legion therefore offers the following recommendations: 

1) VA should aggressively move to educate its medical doctors about newly de- 
fined illnesses (Chronic Fatigim Syndrome and Fibromyalgia) that are commonly 
misdia^osed as psychological illnesses, the VA should also discourage their doctors 
from giving diagnoses for common symptoms of GWS unless thorough diagnostic 
testing confirms the diagnosis. This action will ensure that the data derived from 
the Registry is accurate. 

2) VA should immediately coordinate its processing of Persian Gulf undiagnosed 
Ulness claims to create a more uniform and professional system. The four APOs are 
organized differently to adjudicate these claims, and the inconsistent adjudication 
may negatively affect the outcomes of the claims process. 

3) VA should conduct an intensive outreach and follow-up effort with Gulf War 
veterans whose undiagnosed illness claims were denied. 

The American Legion has actively supported Gulf War veterans and their families 
since August 1990. In October 1990, The American Legion created the Family Sup- 
port Network. Today, The American Legion continues to serve Persian Gulf veterans 
and their families at the community, state and national level through 15,000 local 
posts and 3 million members, and an array of programs. As of February 1996, The 
American Legion has spent nearly a milli on dollars on the Persian Gulf health care 
issue. 

Thank you for this opportunity to testify today. 

THE AMERICAN LEGION 


Percent 


Undiagnosed illness claims: 


Granted 4 

Denied 73 

Partial denial 23 


Mr. Shays. Ms. Willard-West. 

Ms. Willard-West. Chairman Shays, I am pleased to have this 
opportunity to present a statement on behalf of Vietnam Veterans 
of America. 

WA appreciates your concern and initiative in conducting these 
hearings. We look forward to working with you to ensure that vet- 
erans and their families receive the highest level of service. 

While WA is a single generation organization, members are 
deeply concerned for all veterans. Thousands of Vietnam veterans 
continue to serve on active duty and in the reserves, and many 
more have sons and daughters who served in the Persian Gulf The 
founding principle that WA members take very seriously is never 
again shall one generation of vetergms abandon another. 

The obvious bond between Vietnam veterans and Gulf war veter- 
ans is the Government’s response to mysterious illnesses. The Gulf 
war veterans’ experience is virtually parallel to that encountered 
by Vietnam veterans exposed to Agent Orange. Fortunately, the 
(government began to tgike Gulf war veterans’ health problems seri- 
ously after a much shorter period of resistance. We commend Con- 
gress for early responsiveness and prodding, and commend the ad- 
ministration for t akin g appropriate actions in the last 3 years. This 
has saved 20 years of indifFerence Agent Orange victims suffered. 

Though WA takes issue with some of the DOD and VA actions, 
we do believe that some good-faith efforts are being made in vary- 
ing degrees by each department. Regarding health care, VA should 
make sure care providers use up-to-date testing and treatment pro- 
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tocols. This information, as Mr. Sheehan-Miles indicated, doesn’t 
seem to be disseminated readily through the large VA system. 

Many physicians conduct exams, make diagnoses and prescribe 
treatments with outdated, incomplete or inaccurate background in- 
formation. Similarly, VA Persian Gulf health registry protocols are 
designed to detect illnesses likely to be contracted in civilian life, 
not the effects of identified combat toxins. 

Agent Orange-exposed veterans continue to face these problems, 
having to fight for dioxin exposure testing. As such, registry exam 
data is of minimal use to clinicians nor is it useful for research and 
statistical purposes. 

Though WA is not wholly satisfied with operations of these reg- 
istry and priority care programs, it is critical that Congress reau- 
thorize them, as both will expire at the end of this year. Otherwise, 
these veterans may be denied health care while waiting for modern 
science to catch up with their medical conditions. 

Regarding research recommendations, WA doesn’t proclaim ex- 
pertise in this area, though we do note certain trends that are 
reminiscent of the Agent Orange debacle. The VA needs to place 
more emphasis on epidemiological studies and on analysis of treat- 
ment modalities rather than simply attempting to find the cause. 
This is critical in learning how to provide the most effective, high- 
est quality care for Gulf war illness. 

Additionally, WA has been disappointed by the minimal re- 
search on any potential correlation between birth defects and Gulf 
war service. Disproportionately high rates of miscarriages, still- 
births and birth defects continue to haunt Vietnam veterans’ chil- 
dren and even their grandchildren. 

Finally, logic lends support to the theory that Gulf war illness is 
caused by an extraordinary mix of toxic chemicals and endemic dis- 
eases in the Persian Gulf theater, yet both DOD and VA seem to 
be searching for a single cause. The search for a single cause is 
misleading and not useful for suffering veterans. 

Regarding disability compensation, VA appears to be denying 
some Gulf veterans’ claims, just as my colleague noted, in part be- 
cause of adjudicator errors, WA is aware of at least one Gulf war 
veteran who was wrongly denied benefits when the VA completely 
misstated the regulation. This was a claim that was processed at 
the Philadelphia regional office. 

Additionally, comp exams have given inappropriate diagnosis of 
one or more symptoms while ignoring the complete health profile 
which may point to the undiagnosable illness. VA physicians and 
adjudicators should receive more training on the intricacies of the 
law in order to develop and process claims more consistently and 
appropriately. 

Also, given the lack of conclusive data on the cause or causes of 
Gulf war illness, WA recommends that the arbitrary 2-year time 
restriction on filing claims be eliminated. Currently, veterans are 
required to file a claim within 2 years of leaving the theater. Veter- 
ans have no guarantee that their maladies will develop during that 
timeframe. Elimination of the restrictive time period would ensure 
that all Gulf war veterans who may become ill are eligible to apply 
for disability compensation. 
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In closing, I am pleased to note that WA National President Jim 
Brazee recently ann ounced a grant of office space and the start of 
collaborative efforts between VVA and the National Gulf War Re- 
source Center. WA is honored and proud to work with and support 
our Persian Gulf war colleagues. 

Mr. Chairman, this concludes my prepared statement, and I 
would be happy to respond to any questions. 

Mr. Shays. Thank you very much. 

[The prepared statement of Ms. Willard-West follows:] 

Prepared Statement of Kelli Willard-West, Director of Government 
Relations, Vietnam Veterans of America 

PERSIAN GULF WAR ILLNESS— THE NEXT AGENT ORANGE 

Chairman Shays and members of the Subcommittee, I am pleased to have this 
opportunity to present a statement on behalf of Vietnam Veterans of America 
(VVA). WA appreciates your concern and initiative in conducting these hearings to 
evaluate the iMeral govermnent’s responsiveness to veterans of the Persian Gulf 
War. We look forward to working with you on these sensitive issues to ensure that 
veterans and their famili es receive the Mghest level of service from the Department 
of Veterans Affairs. 

While WA is a single-generation organization representing veterans of the Viet- 
nam era, our membership is deeply concerned about the pli^t of all of veterans — 
particularly those who serve in times of military conflict. As a result of the neglect 
and indifference suffered by some veterans from an ungrateful post-Vietnam nation, 
WA was formed in 1978 to represent the unique needs of this generation. The 
founding principle that WA members take very seriously is. “Never again shall one 
generation of veterans abandon another.” 

WA has been supportive of American troops serving in Grenada, Panama, the 
Persian Gulf, Somalia and Haiti. Similarly, troops currently serving in Bosnia and 
all future theaters of conflict can count on the support of Vietnam Veterans of 
America. And the veterans of all these military involvements can count on WA’s 
support, as well. 

There is an obvious bond between Vietnam veterans and Gulf War veterans which 
goes far beyond the basic warrior camaraderie. The mysterious illnesses experienced 
by veterans of the Gulf War and the manner of the government’s acknowledgment 
and response are virtually parallel to those encountered by Vietnam veterans ex- 
posed to Agent Orange. However, in the case of Gulf War veterans, the government 
began to t^e their health problems seriously after a much shorter period of resist- 
ance. 

WA certainly shares many of the concerns raised by the Presidential Advisory 
Committee on Gulf War Veterans’ Illnesses in its Interim Report, and actually 
would like to see further issues addressed by an independent, non-govemmental 
commission. Nonetheless, we must commend Congress for its early responsiveness 
and prodding, and commend the Administration for taking appropriate actions in 
the past three years. These compassionate responses have saved many veterans and 
their families the 20 years of indifference that Agent Orange victims suffered. 
Though WA takes issue with some of the Department of Defense (DOD) and De- 
partment of Veterans Affairs (VA) actions., we do believe that good faith efforts have 
been made in varying degrees by each department. 

VA HEALTH CARE 

Gulf War veterans are eligible under Public Law 104—110 for “priority care” from 
the VA for conditions related to Persian Gulf Syndrome. Agent Orange and radi- 
ation-exposed veterans have comparable eligibility. 'Theoretically, this well-inten- 
tioned measure ensures that veterans, whose medical conditions cannot be conclu- 
sively proven to be service-connected based upon current scientific data, are not de- 
nied VA health care for conditions likely to be service connected. Although consist- 
ent implementation of this law (or any other) throughout a large agency like VA 
is virtually impossible, more needs to be done to educate health care providers about 
up-to-date testing and treatment protocols in the environmental medicine arena. In- 
formation about new theories and methodologies does not seem to be disseminated 
readily. Thus, many physicians conduct exams, make diagnoses and prescribe treat- 
ments with outdated, inaccurate or incomplete background information about these 
complex medical conditions. 
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It is reported that the VA Persian Gulf Health Registry exams are not done con- 
sistently nor are the exposure-appropriate tests being conducted in most instances. 
The VA Registry protocols are designed to detect illnesses likely to be contracted 
in civilian life, while not looking specifically for potential effects of identified combat 
toxins. Agent Orange-exposed veterans continue to face almost identical problems. 
They virtually have to demand tests to assess dioxin (the contaminant of Agent Or- 
ange) exposure levels. Similarly, VA Persian Gulf Health Registry exams do not in- 
clude even inexpensive and easily conducted tests for depleted uranium, chemical 
and/or biological weapons, toxic oil smoke, inoculations and endemic diseases. VA 
and Congress should evaluate these programs and redesign the exams to specifically 
seek appropriate data. Otherwise the Registry exam data is of minimal use for clini- 
cians prescribing care for these veterans, nor is it useful for research/statistical pur- 
poses. 

Though WA is not satisfied with the manner in which these “priority health 
care” and registry programs are operating, it is critical that Congress reauthorize 
these programs which are due to expire on December 31, 1996. Otherwise these vet- 
erans will be denied access to basic health care services while waiting for their 
claims to be processed by the Veterans Benefits Administration (VBA), or for mod- 
em science to catch up with their medical conditions. WA urges you to work with 
your colleagues on the House and Senate Veterans’ Affairs Committees to expedite 
passage of this authority. 

Additionally, Gulf War veterans seeking care for undiagnosed illnesses face many 
of the challenging eligibility hoops and hurdles which confront the broader veterans 
population. For years the veterans community has advocated changes to the VA sys- 
tem which would alleviate convoluted inpatient/outpatient eligibility barriers, long 
appointment waiting periods, and varying levels of care and access among VA facili- 
ties. The Veterans Health Administration (VHA) is undergoing a significant reorga- 
nization which should improve the situation. However, Congress must pass veterans 
health care eligibility reform in order to permit the system to allocate resources and 
perform in modem, efficient ways. The overall quality of VA care is generally good. 
Nevertheless, customer service, timeliness and access have fallen behind private 
sector innovations. All of our nation’s disabled veterans — including Gulf War veter- 
ans — deserve better! 


RESEAHCH RECOMMENDATtONS 

WA cannot claim expertise at this point on the research being conducted on Gulf 
War Illness by various federal agencies and private analysts. We do, however, note 
certain trends which are reminiscent of the Agent Orange debacle. First, epidemio- 
logical studies are crucial in the determination of causal relationships and treat- 
ment effectiveness — a hard-earned lesson resulting from delays in substantive Agent 
Orange research. VA needs to conduct more epidemiological research without delay. 

Second, determining a cause or causes of Gulf War Illness is a useful goal of VA 
research, but equally important is the analysis of treatment modalities. Certainly 
VA must aim to determine the cause of these illnesses in order to more effectively 
prescribe treatments. Yet the absence of a diagnosis and causal relationship should 
not delay treatment analysis. If we wait until a cause is conclusively determined, 
thousands of veterans may suffer needlessly when some treatments may have allevi- 
ated symptoms. Outcome analysis is critical to providing the most effective, highest 
quality care. 

Third, WA has been disappointed by the minimal research on a purported cor- 
relation between birth defects and Gulf War service. Disproportionately high rates 
of miscarriages, stiU births and birth defects continue to haunt Vietnam veterans’ 
children and even their grandchildren. It is disturbing to note that this issue was 
explicitly placed outside of the Presidential Advisory Committee’s purview. VA’s role 
in the health treatment of veterans’ dependents is limited at this time by the cur- 
rent mission of the VA. However, such research can and should be conducted based 
upon the concern for the reproductive health of the veterans themselves. We urge 
the Subcommittee to look closely at this issue and evaluate solutions to this prob- 
lem. 

Finally, rather unique to the Gulf War experience is the extraordinary mix of 
toxic chemicals and endemic diseases veterans were exposed to in the theater — some 
have described it as a “toxic cocktail”. While both DOD and VA seem to be searching 
for a single cause while touting the lack of one, the implication is that the federal 
government detects no cause for Persian Gulf Illness. 'To the contrary, some stud- 
ies — and pure human logic — ^lend support to the theory that a combination of toxic 
exposures is causing the range of symptoms associated with service in the Persian 
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Gulf War. The search for a “single cause” is misleading and not useful for suffering 
veterans. 


DISABILITY COMPENSATION 

Passage of Pubhc Law 103-446 made veterans of the Persian Gulf War eligible 
for VA service-connected compensation benefits for certain medical problems be- 
beved to be caused by their service in the Persian Gulf WA again commends the 
Congress for recognizing the mistakes of the Vietnam War and acting quickly to en- 
sure needed compensation for aihng Gulf War veterans. To get these benefits, VA 
regulations require the veteran show; 1) that he or she developed an undia^osed, 
chronic iUness which lasted at least six months; 2) that the illness began while they 
were in the Gulf region or within two years of leaving the region; and 3) that the 
illness was at least 10% disabling under VA regulations. 

Unfortunately, VA’s own adjudicators at one of four Gulf War claim processing 
centers in the Philadelphia Re^onal Office don’t seem to understand the VA regula- 
tions. WA is aware of at least one Gulf War veteran who was wrongly denied tiiese 
benefits. A VA letter stated that the veteran failed to show that his illness “existed 
for at least 6 months in service and continued during a 2 year period following serv- 
ice.” This letter certainly misstates the requirements of the above regulation, mak- 
ing it tougher for the veteran to qualify for benefits. 

Who knows how many veterans took the erroneous VA form letter at its word, 
naively assuming the processing was correct? VA should assume the responsibility 
for notifying these veterans and correcting mistakes. At the same time, 'WA urges 
any Gulf War veteran whose claim has been denied to carefully read the VA’s letter 
to make sure it applied the proper rules in deciding the claim. 

Among some 945,000 service members deployed to the Persian Gulf theater, one 
VA survey reports 25.5 percent have developed poor health conditions of some kind. 
Yet only about 5 percent of claims filed under this law have been granted. One rea- 
son is inappropriate diarooses based upon one or more S}anptoms, ignoring the com- 
plete health profile whim may point to file so-far diagnosable Gulf War Illness. 'WA 
recommends that Compensation & Pension physicians and adjudicators be required 
to receive more thorough training regarding the intricacies of the law, in order to 
develop and process claims more consistently and appropriately. 

Given the lack of any conclusive data on the cause of Gulf War Illness or any co- 
hesive diagnosis at this point, WA recommends that the arbitrary two-year time 
restriction on filing claims under this law be extended. Veterans have no guarantee 
that maladies will develop during this time finme. Latency periods may cause can- 
cers and other conditions to develop many years after leaving the combat theater. 
Lack of an identifiable disease and latency period dictate that elimination of the re- 
strictive presumptive period is the only fair way to ensure that all Gulf War veter- 
ans who may become Ul are eligible to apply for disability compensation. 

DOD responsibility/response 

Though your hearing is specifically focusing on the VA response to Gulf War Ill- 
ness, VVA wishes to submit the following thoughts pertaining to DOD and the rec- 
ommendations of the Presidential Advisory Committee on Gulf War Veterans’ Ill- 
nesses. We are pleased that the Advisory Committee has focused some attention on 
learning from DOD mistakes in order to make future military actions safer for all 
personnel. WA agrees with the following Advisory Committee recommendations; 

• DOD should uioroughly assess the health of troops prior to deployment. 

• DOD should develop training to alert service personnel about the use of experi- 
mental drugs in the event of a tl^at of chemical and biological warfare. 

• DOD should maintain complete medical records for troops treated with inves- 
tigational drugs. 

• DOD should develop better chemical and biological weapons detection systems. 

Additionally, WA views implementation of the following Advisory Committee rec- 
ommendations as critical to alleviating some of the difficulties Gulf War veterans 
currently face in getting appropriate answers, health care and compensation; 

• Both VA and DOD should aggressively reach out to Gulf War veterans and pro- 
vide user-fidendly information. 

• DOD should assim a high priority to the problem of lost medical records. 

• The Central Int^gence Agency (CIA) and DOD should coordinate analyses of 
Iraq’s chemical and biolomcal weapons capabilities and its intent to use them, and 
make this information public. 

• DOD should make imit locations and troop exposure data available to research- 
ers as quickly as possible. 
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We also have concerns about certain aspects of the Advisory Committees analysis 
of chemical and biolomcal weapons, but are hopeful that this issue will be more fully 
addressed in the final report. 


WA’S COMMITMENT 

One of the more exciting things to happen in the veterans community during the 
last six months is the development of a national Gulf War veterans organization to 
address the unique concerns of this generation of veterans. The National Gulf War 
Resource Center’s (NGWRC) history and priorities are similar to those of WA. WA 
National President James L. Brazee, Jr. recently announced the commencement of 
collaborative efforts between WA and the NGWRC. WA will provide the Resource 
Center with a grant of office space and other resources in support of its mission. 

Prior to the advent of this Gulf War veterans organization, VVA had already dem- 
onstrated a commitment to this new generation of war-time veterans by establishing 
a WA national task force to evaluate data, formulate recommendations, and advo- 
cate on behalf of Gulf War veterans. In 1992, the WA national board voted to make 
WA Service Representatives available to assist Gulf War veterans with claims. We 
hope to assist the NGWRC in the future with development of its own network of 
accredited Service Representatives, reference materials, and further collaborate on 
a range of other activities. I also invite your attention to the March 1996 issue of 
The WA Veteran, our organization’s national publication, which demonstrates 
WA’s ongoing commitment. I have submitted copies to the Subcommittee for yoiur 
purview. 

Thousands of Vietnam veterans continue to serve on active duty and in the Na- 
tional Guard and Reserves. Many more have sons and daughters who served in the 
Persian Gulf. But these parochial connections are not the reason WA chooses to 
fight for Gulf War veterans concerns. The “Never again . . .” credo is something 
VVA members take very seriously. WA is honored and proud to work with and sup- 
port our Persian Gulf War colleagues. 

Mr. Chairman, this concludes my prepared statement. I will be happy to respond 
to any questions the Subcommittee may have. 

Mr. Shays. Mr. Cullinan. 

Mr. Cullinan. Thank you, Mr. Chairman. On behalf of the 2.1 
million members of the Veterans of Foreign Wars, I want to thank 
you for conducting and inviting our participation in today’s most 
important hearing. 

The VFW is going to remain committed to the full and compas- 
sionate resolution of the Persian Gulf issue. We will continue in 
this endeavor until each and every such veteran is cared for in an 
appropriate and necessary manner. In June 1994, the VFW ran a 
survey in its magazine in an attempt to compile data that would 
permit a more accurate assessment of the situation. This was done 
largely as a result of our own desire to obtain relevant data. The 
survey can also be attributed to the unreported incidences of prob- 
lems associated with the registries of VA and DOD. 

The results of VFWs registry, particularly the fact that 76 per- 
cent of the nearly 2,200 respondents, which have now expanded to 
a number of over 4,000 reported ailments attributed to service in 
the Gulf, indicate that there is in fact a serious problem facing 
some Persian Gulf veterans and that much more needs to be done 
to remedy the situation. 

We stated as much to both the Department of Veterans Affairs 
and the Department of Defense, and for the most part, we are now 
pleased with the response, particularly with respect to the Depart- 
ment of VA. 

I would also mention at this time, Mr. Chairman, that the VFW 
intends to conduct a followup survey, a direct mail survey to the 
4,000 participants in our current registry. We are going to ask such 
things as what inoculants were they opposed to, the health of their 
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spouse, and of course how are they being treated by the Depart- 
ment of Veterans Affairs? 

Overall, the VFW has been very supportive and appreciative of 
the job the VA has done in attempting to resolve this unique and 
unusual situation. However, there are some areas of concern that 
we encourage VA to rectify in an expeditious manner, among them, 
the problem of lost and misplaced medical records, to which VA has 
admitted, needs to be remedied and a priority needs to be placed 
in doing so. 

VA needs to ensure that it is doing its utmost in terms of out- 
reach to permit access to all the necessary information to all veter- 
ans who believe they have developed adverse health effects as a re- 
sult of service in the Persian Gulf, and that was another purpose 
or function behind our own registry run in the magazine, to let vet- 
erans know what is going on and what’s available to them. 

VA should continue to monitor the treatment of the Gulf war vet- 
erans to ensure that such treatment is carried out in a professional 
and compassionate manner. It should be noted, however, that the 
early reported displays of rudeness, skepticism, and noncaring atti- 
tudes by VA to Persian Gulf veterans who seek out assistance has 
decreased dramatically in terms of such reports to the VFW. 

The VA should continue to keep an open mind as to all viable 
causes of the ailments affecting Gulf veterans, including but not 
limited to the various vaccines given pre- and during deployment, 
as well as CBWs and other possible exposures. I would mention 
here, too, Mr. Chairman, that it struck the VFW that a lot of en- 
ergy may have been wasted on debating whether or not troops were 
actually attacked by Iraqi forces with CBW agents. An active at- 
tack was not necessary for these veterans to have been exposed to 
such agents, and that’s why we urge maintaining an open mind as 
a possible cause. 

While there is room for improvement, the VFW commends VA in 
its efforts to resolve the situation. As previously mentioned, this is 
a unique and trying situation, one where brave men and women of 
our military service are reporting ailments that in some cases can’t 
be attributed to an easily diagnosable cause. And after what can 
be termed a “rocky” falling-out stage, we feel that the VA has come 
a long way and is on the correct path toward resolving this issue 
appropriately. 

And I would add in here too, Mr. Chairman, I too would draw 
a positive, strong distinction between the way the Government has 
attacked this issue and the neglect and denial that was the case 
for Vietnam veterans some 29 years ago. 

And with that, I will conclude, Mr. Chairman. 

[The prepared statement of Mr. Cullinan follows:] 

Prepared Statement of Dennis Cullinan, Deputy Director of National 
Legislative Service, Veterans of Foreign Wars of the United States 

Mr. Chairman and members of the Subcommittee: On behalf of the 2.1 million 
members of the Veterans of Foreign Wars of the United States, I wish to thank you 
for inviting us to participate in today’s most important hearing. The VFW has been 
at the forefront of the effort to resolve the dilemma consisting of the mysterious ail- 
ments that plague a number of our Persian Gulf War veterans. We will continue 
in this endeavor until every such veteran is cared for in the appropriate and nec- 
essary manner. 
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In June of 1994, the VFW ran a survey in its magazine in an attempt to compile 
data that would permit a more accimate assessment of the situation. This was done 
largely as a residt of oxrr own desire to obtain such data. The survey can also be 
attributed to the then reported incidences of problems associated with the registries 
of both VA and DOD. 

The results of the VFW’s Registry Survey, particularly the fact that 76% of the 
nearly 2,200 respondents report ailments attributed to service in the Gulf, indicate 
that there is in fact a serious problem facing some Persian Gulf veterans and that 
much more needs to be done to remedy the situation. We opined as much to both 
the Department of Veterans Affairs and Department of Defense and, for the most 
part, we are pleased with the response, particularly with regard to the effort under- 
taken by VA. 

Overall, the VFW has been very supportive and appreciative of the job VA has 
done in attempting to resolve this unique and unusual situation. However, there are 
some areas of concern that we would encourage VA to rectify in an expeditious man- 
ner. Among them: 

• The problems of lost or misplaced medical records, to which VA has admitted, 
needs to be remedied and a priority needs to be placed on doing so. 

• VA needs to ensure that it is doing its utmost in terms of an “outreach” pro- 
gram to permit access to the necessary information to all veterans who believe they 
may have developed adverse health effects as a result of service in the Persian Gulf 
theater. 

• VA should continue to monitor the treatment afforded to Gulf War veterans to 
ensure that such treatment is carried out in a professional and compassionate man- 
ner. It should be noted, however, that the earlier reported displays of rudeness, 
skepticism and non-caring attitudes by VA staff towards Persian Gulf veterans who 
seek out assistance has decreased dramatically, in terms of such reports to the 
VFW. 

• The VA should continue to keep an open mind as to all viable causes of the ail- 
ments affecting Gulf War veterans, including, but by no means limited to, the var- 
ious vaccines given pre- and during-employment as well as CBWs and other possible 
exposures. 

While there is still some room for improvement, the VFW commands VA in its 
effort to resolve this situation. As previously mentioned, this is a unique and trying 
situation, one where the brave men and women of our military service are reporting 
ailments that in some cases can’t be attributed to any easily diagnosible cause. And 
after what can be termed a “rock/’ feeling out stage, we mel had come a long 
w^ and is on the correct path to resolving this issue appropriately. 

One of the more noticeable and commendable undertekings by the VA is its Na- 
tional Health Survey, that will collect data on 15,000 military personnel who partici- 
pated in Operations Desert Shield/Storm. Also of note is the planned VA epidemio- 
logical comparison of the mortality rates of all Gulf War veterans with that of a 
comparison veteran population. The VFW has long called for epidemiological studies 
of this magnitude and believes that such studies will shed further insight into the 
possible causes and rates of the undiagnosed illnesses. 

The VFW will continue its efforts on behalf of the nation’s Persian Gulf veterans 
who are experiencing adverse health effects as a result of their military service in 
Southwest Asia. We have worked closely with VA thus far, and will continue to 
work with it and any other interested party until this issue is resolved appro- 
priately. Mr. Chairman, this concludes my remarks. Again, on behalf of the Veter- 
ans of Foreign Wars of the United States, I thank you for the opportunity to be here 
today at this most important hearing. 

Mr. Shays. I am struck by the comment that you made, Ms. Wil- 
lard-West, never again should one generation of veterans abandon 
another. I never thought of it in those terms. 

Mr. Shays. Mr. Gilmer, nice to have you, and we welcome your 
testimony. 

Mr. Gilmer. Thank you, Mr. Chairman. 

On behalf of the more than 1 million members of the Disabled 
American Veterans and its women’s auxiliary, I wish to express our 
deep appreciation for the opportunity to provide this subcommittee 
with the day’s views regarding the current status of medical re- 
search and the Department of Veterans Affairs treatment of ill- 
nesses suffered by Persian Gulf veterans. Additionally, our testi- 
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mony will briefly review the Veterans Administration’s implemen- 
tation of the legal requirements to compensate Persian Gulf war 
veterans for these undiagnosed illnesses. 

The Disabled American Veterans is a congressionally chartered, 
private, nonprofit corporation that has 67 field offices staffed by 
some 270 specially trained personnel who assist veterans in devel- 
oping their claims before the Veterans Administration, and we rep- 
resent them in appeals all the way to the Court of Veterans Ap- 
peals. 

Mr. Chairman, the issues before you are more difficult because 
of their complexity, lack of scientific evidence, the failure to main- 
tain complete military medical records and military security. These 
are not new d 3 mamics for veterans. A short review of the difficulty 
of establishing an adequate record for treatment and service con- 
nection of disabilities arising from exposure to radiation and mus- 
tard gas, including experiments, late-developing disabilities of pris- 
oners of war which resulted from mistreatment at the hands of 
their enemy captors, disabilities which are now recognized as hav- 
ing their onset from the defoliant used in Vietnam, Agent Orange, 
and the long fight to obtain recognition of posttraumatic stress dis- 
order are examples of why we are concerned. 

In each of these cases, the foundation for recognizing the onset 
of these conditions as service connected took years for all the rea- 
sons previously cited. 

Mr. Chairman, many of the men and women who served honor- 
ably, suffered tremendous pain and lived in squalor. Their loved 
ones suffered with them and shared their poverty. Agency policy or 
lack of scientific evidence to meet the threshold requirements for 
service connection denied them the benefits the veterans and their 
families needed to survive. 

Many of these veterans died before the Government could be sat- 
isfied, and their dependents were denied the benefits which they 
should have received. We cannot allow this to happen to these Per- 
sian Gulf war veterans. 

Mr. Chairman, the Persian Gulf syndrome studies we are famil- 
iar with are inadequate to support the types of conclusions which 
question whether or not the illnesses suffered by these veterans are 
related to their Persian Gulf service. In fact, we believe the correla- 
tion between the sjmiptoms suffered by these veterans and the side 
effects of medication symptoms — ^pardon me, medication, symptoms 
of indigenous diseases, level of CBW contamination, and environ- 
mental factors is strong circumstantial evidence that many of the 
unffiagnosed illnesses resulted from service in the Persian Gulf. 

The DAV supports efforts to conduct research which will meet 
the rigorous standards necessary to provide reliable results. We do 
not believe the current research efforts have done that. 

Because of the military mishandling of records, sidestepping of 
drug approval procedures, and assigning the security classification 
“Secret” to the dispensing of these drugs, no one may ever know 
the full impact of these things on the disabilities of the men and 
women who served in the Persian Gulf; and I would note the Gov- 
ernment was in full control of every one of these elements. 

The VA must change its rules to recognize the long-term effects 
and late-developing symptoms which result from the overall experi- 
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ence of service in the Persian Gulf. The VA must reconsider the 
policies which appear to have the effect of denying service connec- 
tion as opposed to an equitable administration of the benefit. 

Mr. Chairman, these men and women cannot purchase any in- 
surance that will cover the conditions which are believed to be in- 
curred due to their military service in the Gulf. Insurers refuse to 
insure military personnel while they are in conflict. They have no 
protection except that provided by the Government they risked 
their lives for. The Government, if it must err, must err on the side 
of those it sends to war. It is a part of the cost of sending our 
young men and women to war. 

Mr. Chairman, we believe this subcommittee’s interest in these 
issues are timely and critical. Because of the breadth of your sub- 
committee’s jurisdiction, this hearing hopefully will result in in- 
creased cooperation between Federal agencies, less duplication of 
effort and better utilization of scarce resources for studies which 
will generate more reliable results. 

As you will see from the testimony, which I have submitted for 
the record, we believe the past efforts in these areas have been in- 
adequate. Mr. Chairman, a September 1995 paper prepared by the 
VA Environmental Epidemiological Service, entitled Health Sur- 
veillance of Persian Gulf War Veterans: A Review of the Depart- 
ment of Veterans Affairs Persian Gulf Registry Data, shows that 
as of July 1995, 38,512 veterans with symptoms had been identi- 
fied. Of these, 76.7 percent were diagnosed by VA physicians, leav- 
ing 8,988 individuals, or 23 percent, with symptoms but no diag- 
nosis. 

These tables indicate that the symptoms presented have a high 
correlation to side effects suspected of the drugs administered by 
the military and symptoms of diseases indigenous to the region, en- 
vironmentally induced illness from pollutants, low-level CW con- 
tamination and other problems such as the frequency of lead tox- 
icity, which has been identified in returning men and women. 

Mr. Chairman, anyone who has visited with these veterans 
knows that they are ill. Even the medical examinations confirm 
that they are ill. However, the failure to identify a single disease 
entity has made the Government response to their illness as a re- 
sult of their service in the Persian Gulf controversial. It is an insult 
to the men and women who served faithfully to return home only 
to have their clearly identifiable syrnptoms result in reports and 
media presentations questioning their illnesses because adequate 
research has not yet confirmed the triggering entity. 

The February 1996 interim report of the Presidential Advisory 
Committee on the Gulf War Veterans’ Illness faulted the Depart- 
ment of Defense for its failure to provide adequate medical screen- 
ing and evaluation, use of unapproved drugs and vaccines, and the 
quality of medical recordkeeping in the theater. 

Mr. Chairman, on August 16, 1994, the DAV wrote to Secretary 
of Defense William J. Perry objecting to the failure of the military 
to follow the discharge protocol requiring a physical examination. 
This letter was prompted by information released by Rep. Sonny 
Montgomery, then chairman of the Committee on Veterans Affairs, 
which indicated that the discharge protocol was not followed with 
respect to certain National Guard veterans of Operation Desert 
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Shield-Desert Storm. A copy of this letter is attached to our testi- 
mony. 

Failure to provide these required exams ensured that these men 
and women were released without their or the military knowing 
their conditions at separation. We believe these protocol violations 
and other lax discharge physical examination problems affect the 
Reserve and Active duty components as well. 

The interim report of the Presidential Advisory Committee on 
Gulf War Veterans’ Illnesses released this last February in many 
places documents the difficulty of determining what chemicals or 
medications were used at any given location because of the failure 
of the Department of Defense to either establish a record, loss of 
records, or by classifying them as “Secret,” seriously complicating 
the maintenance of such records. 

The military administered drugs which were allowed to be used 
without complete FDA testing and approval and without informed 
consent. The DOD then failed to maintain adequate records which 
would allow the veterans to establish they had received the drug. 
The failure to maintain these records will affect the reliability of 
any research and the veterans’ ability to establish they took the 
drugs that were a factor in their disabilities. 

The Presidential Advisory Committee in Chapter 5 indicates that 
the question of whether or not chemical and biological entities used 
in warfare had been released in Persian Gulf has not been re- 
solved, “Battlefield detectors could not measure the types of low- 
level exposures that DOD regulations guard against in nonbattle- 
field situations.” 

In fact, Mr. Chairman, if we read their report correctly, these in- 
struments that were used would only indicate toxic levels; so they 
would have to reach toxic levels before these men or women would 
ever know there was a problem. Thus, it was reassuring to see the 
recommendation that the CIA and DOD reopen and coordinate 
their analysis of whether or not there may have been low-level re- 
lease of CBW agents. 

Mr. Chairman, an additional concern is whether or not the cur- 
rent law providing for compensation for Persian Gulf war veterans 
with undiagnosed illness is adequate or has been properly adminis- 
tered by the VA. The affected group shared an experience in com- 
mon, service in the Persian Guff and this peculiar vague syndrome, 
and as previously indicated, there is strong circumstantial evidence 
of service-related causation. 

Because the VA held that it had no authority to compensate vet- 
erans for this illness, the Congress responded with legislation. Pub- 
lic Law 103-446, authorizing the VA to compensate these veterans 
if their illness manifested either during active duty in the Persian 
Gulf area or within a presumptive period following service, such 
period to be set by the Secretary. However, because of the restric- 
tions imposed by the VA, very few Persian Gulf war veterans are 
being compensated for their illnesses. 

I would also point out, Mr. Chairman, that other veterans were 
obligated to give up parts of their compensation as part of the pay- 
go provisions in the budget and appropriations bills to compensate 
these Persian Gulf war veterans. We did not object to that. But 
now the funds sit in the coffers. So other veterans gave up their 
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benefits so that these Persian Gulf war veterans might benefit and 
it is not being expended. 

The Secretary promulgated a rule which provides for service con- 
nection if the illness becomes manifest during active service in the 
Gulf region or presumption of service connection if manifested to 
the degree of 10 percent or more within 2 years following such 
service. 

Given the unique and unprecedented nature of these illnesses 
and the fact that many of these s 5 miptoms may not present them- 
selves until years after leaving the Persian Gulf, the DAV ques- 
tions whether VA in this instance had adequate data or relevant 
experience from which to conclude as it did that a 2-year mani- 
festation period was adequate. 

Mr. Chairman, the DAV disagrees wholly with the conclusion 
that 2 years is sufficient time for all affected individuals to have 
had the opportunity to document the presence of illness. 

In support of our position, we refer to the VA’s own statistics. As 
of December 1, 1995, only 410 individuals — and remember there 
were thousands on this register — were granted service connection 
for undiagnosed illnesses. During this same period, 6,381 individ- 
uals were denied service connection for undiagnosed illnesses, of 
which 62 percent were denied because their disability didn’t mani- 
fest during service or within the 2-year minimum manifestation pe- 
riod. 

Mr. Chairman, we appreciate being invited to present our views 
before your subcommittee. This concludes my statement. I would be 
happy to answer any questions that you may have. 

Mr. Shays. Thank you for your testimony. 

[The prepared statement of Mr. Gilmer follows:] 

Prepared Statement of Lennox E. Gilmer, Associate National Legislative 
Director, Disabled American Veterans 

Mr. Chairman and Members of the Subcommittee: On behalf of the more than one 
million members of the Disabled American Veterans (DAV) and its Women’s Auxil- 
iary, I wish to express our deep appreciation for this opportunity to provide the sub- 
committee with DAWs viewrs regarding the current status of medical research and 
the Department of Veterans Afifaiis (VA) treatment of illnesses suffered by Persian 
Gulf War veterans. Additionally, our testimony will briefly review the Veterans Ad- 
ministration implementation of the legal requirements to compensate Persian Gulf 
War veterans for these undiagnosed illnesses. 

Mr. Chainnan, the issues before you are more difficult because of their complex- 
ity, lack of scientific evidence, the failure to maintain complete military and medical 
records, and military security. These are not new dynamics for veterans. A short 
review of the difficulty of establishing an adequate record for treatment and service 
connection of disabilities arising fivm exposure to radiation and mustard gas, in- 
cluding experiments; late developing disabilities of prisoners of war which resiilted 
from their mistreatment at the hands of the enemy captors; disabilities which are 
now recognized as having their onset from the defoliant used in Vietnam — ^Agent 
Orange; and the long fight to obtain recognition of Post Traumatic Stress Disorder 
are examples of why we are concerned. In each of these cases, the foundation for 
recognizing the onset of these conditions as service-connected took years for aU the 
reasons previously cited. 

Mr. Chairman, many of the men and women who served honorably suffered tre- 
mendous pain, and Uv^ in squalor. Their loved ones suffered with them and shared 
their poverty. Agency poUiy or lack of scientific evidence to meet the threshold re- 
quirements for service connection denied them the benefits the veterans and their 
families needed to survive. Many of these veterans died before the government could 
be satisfied, and their dependents were denied the benefits which they should have 
received. We cannot allow this to happen to these Persian Gulf War veterans. 
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Mr. Chairman, we believe this Subcommittee’s interest in these issues are timely 
and critical. Because of the breadth of yoiu- Subcommittee’s jurisdiction, this hearing 
hopefully will result in increased cooperation between federal agencies, less duphca- 
tion of effort and better utilization of scarce resources for studies which will gen- 
erate more reliable results. As you will see from the testimony which will foUow, 
we believe that these areas require attention. 

Mr. Chairman, part of the difficulty has been the effort to define the Persian Gulf 
War Syndrome by identifying a single disease or triggering entity. Unfortunately, 
because many veterans stfifer multiple illnesses which have overlapping ssonptoms, 
but no immediately identifiable onset trigger, many of the studies appear to be de- 
fensive rather than truly exploratory, that is, genuinely pursuing the question of 
why these men and women are so ill following their participation in the Persian 
Gulf War. 

From August 1990 through the end of 1994, 945,000 service members served in 
the Persian Gulf Theater. TTie VA and the Department of Defense, in efforts to iden- 
tify health problems of returning Gulf War veterans, has created registries, which 
list a non-random record of health problems of veterans who self-select themselves 
to be placed on the registiy. According to the Persian Gulf Veterans Coordinating 
Board fact sheet, dat^ February 19^, more than 54,000 Persian Gulf veterans 
have taken advantage of the VA Persian Gulf War veteran physical examination 
program. Their names and records have become a part of the larger Persian Gulf 
registry which includes over 180,000 Gulf veterans who have used a variety of other 
VA health services. 

The Department of Defense has estabUshed a comprehensive chnical evaluation 
program which, since June 1994, provides an in-depth medical evaluation to all eli- 
gible beneficiaries who have heMth concerns following service in the Persian Gulf. 
That program has evaluated over 10,000 patients. 

Mr. Chairman, a September 1995 paper prepared by the VA Environmental Epi- 
demiology Service, entitled Health Surveillance of Persian Gulf War Veterans, A Re- 
view of the Department of Veterans Affairs Persian Gulf Registiy Data shows that 
as of July 1995, 38,512 veterans with symptoms had been identified. Of these, 76.7 
percent were diagnosed by VA physicians, leaving 8,988 individuals, or 23.3 percent 
with symptoms but no diagnosis. (Table 2). Table 3 from that report indicates ten 
most frequent complaints among the 44,190. Table 4 Usts the complaints of the 
12,033 veterans with symptoms but no diagnosis. 

TABLE 1.— COMPARISON PERSIAN GULF VETERANS SYMPTOMS ON VA PERSIAN GULF REGISTRY 


Comptairtt 


Percentage Percentage 
(Table 3) (Table 4) 


Fatigue 20.1 21.9 

Skin rash 18.4 14.7 

Headaches 17.2 16 

Muscle/joint pain 16.2 11.4 

Loss of memoiy and other general symptoms 13.5 11.2 

Shortness of breath 7.6 7.2 

Sleep disturbances 5.7 4.7 

Diarrhea and other Gl symptoms 4.4 2.9 

Chest pain 3.4 3.6 

Other symptoms involving skin and integumentary tissue 3.4 2.9 

Cough 3.2 

No complaint 12.9 25.4 


These tables indicate that the symptoms presented have a high correlation to side 
effects suspected of the drugs administered by the military, and symptoms of dis- 
eases indigenous to the region, environmentally induced illness from pollutants, and 
other problems such as the fiiequency of lead toxicity identified in retuiming men 
and women. 

Table 14 of that report compares Persian Gulf veterans to Vietnam veterans, age 
35-39 at the time of examination. While not scientific, this comparison at least al- 
lows the Persian Gulf veterans illnesses to be viewed in the context of other veter- 
ans in the same age group with a different conflict experience. 
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TABLE 2.— COMPARISON OF PERSIAN GULF WAR TO VIETNAM VETERAN 
[In percentages] 



Persian Gulf 

Vietnam vet- 

Symptom 

veterans 

erans 


(n=5,588) 

(n=59.740) 

Fatigue 

18.8 

2.5 

Skin rash 

18.6 

29.3 


18.2 

7.8 

Headache 

17.1 

8.8 

Sleep disturbances 

7.4 

1.7 

Shortness of breath 

7 

1.9 

Chest pain 

3.5 

2.1 

Abdominal pain 

2.8 

2.1 

Numbness/tingling of skin 

2.7 

3.8 

Nausea and vomiting 

1.2 

.8 


(The Vietnam veteran data is drawn rmn the VA Agent Orange registry.) 


Mr. Chairman, anyone who has visited with these veterans knows that they are 
ill, even the mescal examinations confirm that they are Ul. However, the failure 
to identify a single disease entity has made government response to their illness as 
a result of their service in the Persian Gulf controversial. It is an insult to the men 
and women who served faithfully to return home only to have their clearly identifi- 
able symptoms resTilt in reports and media presentations questioning their illness 
because adequate research has not yet confirmed the triggering entity. 

Mr. Chairman, it was disheartening to read the 1995 Interim Report of the Insti- 
tute of Medicine, (lOM) entitled Health Consequences of Service During the Persian 
Gulf War: Initial Findings and Recommendations for Immediate Action. That report 
raised serious questions regarding government efforts, up to that time, to research 
these issues. For example, on page 9, in finding 2, they point out that there has 
been no single comprehensive data system establish^ to enable researchers to track 
the health of Persian Gulf War veterans while on active duty and after separation. 
“This lack of a single data system is a hindrance to research concerning delayed 
health effects, both for Persian Gulf veterans and for those serving in future encoun- 
ters.” 

On page 11, in finding 6, they fault study designs by indicating: 

To date, most studies of PGW (Persian Gulf War) veterans have been piece- 
meal — one military unit here, one collection of volunteers with some prob- 
lems there, etc. But, some of these studies have several fundamental prob- 
lems. They are necessarily incomplete, they usually lack proper controls, 
they are hard to generalize, they are subject to grave statistical problems 
because of post-hoc hypotheses and multiple comparisons, and where an ef- 
fect truly exists they tend to have low statistical power to detect a dif- 
ference. 

Finding 7 included a recommendation which indicated “The committee reviewed 
work done indicating that some personnel in the Gulf had lead levels consistent 
with acute intoxication. Thus, in inves^ating lead exposure, special attention 
should be given to any history of abdomii^ pain or mental disorders.” Finding 8 
indicated “The VA study of mortality in the Persian Gulf veteran population is of 
insufficient duration to observe a hi^er rate of death than would be esmected from 
chronic disease outcomes.” Finding 9 indicated that studies regarding infertility, un- 
recognized and recognized pregnancy loss, premature delivery, fetal growth retarda- 
tion, birth defects, and abnormal development are incomplete. “. . . data on out- 
comes are available only from a single cluster study in Mississippi in the Army sur- 
geon general’s preliminary data evaluation period.” 

Finding 12 recognized that the possible long-term toxicity to humans of DEET (N, 
N-Dieth 3 d-m-toluamide) and Permathrin which were provided to the troops to pre- 
vent insect bites, had not been adequately studied to determine the dermal absorp- 
tion from residues left on clothing, bedding, or elsewhere and there may be incom- 
plete information regarding the long-term toxicity of DEET on humans. The lack of 
information in this area is compounded by the absence of research regarding the 
interaction of these drugs with pyridostigmine bromide (PB) pills which were pro- 
vided to military service personnel as a prophylactic to the threat of exposure to 
nerve agent. The recommendation section indicates “Unsubstantiated suggestions 
that they [the drugs] may have chronic neurotoxic effects need to be tested in care- 
fully controlled studies in appropriate animal models.” 
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Mr. Chairman, finding 13 indicated “Reported symptoms suggestive of visceral 
leishmanial infections include fever, chronic fatigue, m^aise, cough, intermittent di- 
arrhea, abdominal pain, weight loss, anemia, lymphadenopathy, and splenomegaly.” 
A major concern for the DAV is that the infection may be undetected and, even 
when treated, can recur for many years. Thus, veterans infected today may not suf- 
fer from syinptoms until years later. 

The lOM indicates on page 36: 

The organism may persist in the host after treatment that appears to be 
effective; thus relapse is not uncommon. Illness results from a cellular im- 
mune response that produces cytosine mediated symptoms that are compat- 
ible with some of the symptoms reported as part of the GWS (Gulf War 
Syndrome); these also have been produced by giving interferon gamma to 
healthy persons. 

If L. Tropica (leishmaniasis) can survive in a latent state, it will need to 
be included in different diagnoses of otherwise imexplained illnesses in re- 
turning veterans. . . . 

Mr. Chairman, while federal agencies were charged with the responsibility of co- 
ordinating their joint efforts, page 21 of the lOM report indicates “When several in- 
vestigators were contacted regar^g their work, they were surprised that other fed- 
eral agencies had been Ust^ as being involved in the coordination of their re- 
search.” 

On page 23, the lOM criticizes many of the current research efforts by indicating: 
Because ‘hot pursuit’ studies in the Persian Gulf Health Registry represents 
samples of self-identified respondents, the data they provide are not rep- 
resentative of the collective experience of the entire cohort of Gvilf War vet- 
erans. In the absence of data about the population at risk, these studies 
provide no information about the frequency of specific illnesses or s}m- 
dromes in that population. Because no controlled populations are studied, 
no attributions of health outcomes to Gulf War service or specific exposures 
can be made. 

On page 27, the lOM criticized the outbreak investigations conducted by the De- 
partment of Defense, indicating: 

These ‘hot pursuit’ studies, in which investigators focused on reported clus- 
ters of symptoms or illnesses among Persian Gulf War veterans, are similar 
in many respects to the fr^uent ‘cluster studies’ of illnesses in the United 
States with a possible environmental cause (Caldwell, 1990X This analogy 
is instructive, because many of the investigators who had participated in 
such cluster studies have become skeptical about their scientific value. 
(Rockman, 1990) (emphasis added) 

The February 1996 interim report of the presidential advisory committee on the 
Gulf War veterans illness faulted the Department of Defense for its failure to pro- 
vide adequate medical screening and evaluation; use of unapproved drugs and vac- 
cines; and the quality of medical record-keeping in theater, (page 17). 

Mr. Chairman, on August 16, 1994, the DAV wrote to Secretary of Defense Wil- 
liam J. Perry, objecting to the failure of the military to follow the discharge protocol 
requiring a physical examination. This letter was prompted by information released 
by Representative G.V. (Sonny) Montgomery, then Chairman of the House Commit- 
t^ on Veterans’ Affairs, which indicated mat the discharge protocol was not fol- 
lowed with respect to certain National Guard veterans of Operation Desert Shield/ 
Desert Storm, (attached) The failure to provide these required exams ensured that 
these men and women were released without their or the military knowing their 
condition at separation. We believe these protocol violations and .other lax discharge 
physical examinations problems affect the reserve and active duty components as 
well. 

On page 20, the Committee Interim Report indicated that the DoD could not ad- 
minister PB and Botulinum Toxoid (BT), chemical warfare (COO) prophylactics, be- 
cause they had not been approved by the Food and Drug Administration (FDA). The 
solution was for the FDA to write new rules which were adopted immediately allow- 
ing the DoD to administer the unapproved drugs without the informed consent of 
the military person. 

Mr. Chairman, the Presidential advisory committee, on page 22, indicated “The 
secrecy of the vaccination program complicated record-keeping and created some 
confusion and fear among service members. Medical personnel in the field received 
instructions that receiving the shots was classified ‘Secret’ and that the shots were 
not to be discussed with anyone.” The report goes on to indicate: 
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According to testimony presented to the Committee, in the flurry of person- 
nel anxious to come home at the end of the Gulf War, much of the docu- 
mentation about vaccinations was lost or destroyed. DoD maintains rosters 
of a fraction of the service members who received anthrax and BT vaccines; 
most are missing. DoD also has reported to the Committee that it is not 
possible to determine with certainty who actually ingested PB, or in what 
doses, because service members were supplied PB for self-administration. 

The report, in many places, documents the difflculty of determining what chemi- 
cals or medications were used at any given location because of the failvue of the De- 
partment of Defense to either establish a record, loss of records, or by classifying 
them as “Secret”, seriously complicated the maintenance of such records. Thus, the 
military administered the unapproved drugs without informed consent and failed to 
maintain adequate records which would allow the veteran to establish they had re- 
ceived the drug. The failure to maintain these records will affect the reliability of 
any research and the veterans ability to establish they took the drugs. 

The Presidential advisory committee, in Chapter 5, indicates that the question of 
whether or not the chemical and biological entities used in warfare have been re- 
leased in the Persian Gulf has not been resolved. For example, the interim report 
indicates that the unit monitoring devices would not detect low levels of chemicals 
or biological contaminants. “No attempt was made to monitor CW agent exposure 
at levels below those known to cause acute toxicity. Battlefield detectors could not 
measure the t 3 rpes of low-level exposures that DoD regulations guard against in 
non-battlefield situations.” (p^e 40) Ironically, measuring instruments which could 
have measured low levels of CW contaminants are readily available and in use by 
the military. Thus, it was reassuring to see the recommendation that the CIA and 
DoD reopen and coordinate their analysis of whether or not there may have been 
low-level release of CW agents. 

Mr. Chairman, an additional concern is whether or not the current law providing 
for compensation for Persian Gulf War veterans with undiagnosed illnesses is ade- 
quate or has been properly administered by the VA. Significant numbers of Persian 
Gulf War veterans sufferM from undiagnosed illnesses, the source and composition 
of which could not be determined. The inability to determine the disease entity, and 
consequently its origins, presented VA with mecial problems in establishing service 
connection. Not only was there an absence of a cause and effect linkage to military 
service, onset could often not be shown to have occurred during service. The affected 
group shared an experience in common, service in the Persian Gulf, and this pecu- 
liar vague syndrome, and as previously indicated, there is strong circumstantial evi- 
dence of service-related causation, however. 

Because the VA held that it had no authority to compensate veterans for this ill- 
ness, the Congress responded with legislation (P.L. 103-446) authorizing the VA to 
compensate these veterans if their illness manifested either during active duty in 
the Persian Gulf area or within a presumptive period following service, such period 
to be set by the Secretaiy. Because of the “pay-go” provisions of the Budget Enforce- 
ment Act, Congress rounded down the 1995 cost-of-living adjustment in compensa- 
tion for all veterans and Dependents Indemnity Compensation (DIC) recipients to 
fund the compensation benefits for these Persian Gulf War veterans. However, be- 
cause of the restrictions imposed by the VA, very few Persian Gulf War veterans 
are being compensated for their illness. 

The Secretary promulgated a rule which provides for service connection if the ill- 
ness becomes manifest during active service in the Gulf region or for presumption 
of service connection if manifested to the degree of 10% or more within two years 
following such service. Given the unique and unprecedented nature of these ill- 
nesses, and, as already indicated, that many of the symptoms may not present 
themselves until years after leaving the Persian Gulf, veterans organizations ques- 
tioned whether VA, in this instance, had adequate data or relevant experience from 
which to conclude as it did that a two-year manifestation period was adequate. 

Mr. Chairman, the DAV disagrees wholly with the conclusion that two years is 
sufficient time for all affected individuals to have had the opportunity to document 
the presence of illness. We view those who chose to remain and continue to remain 
on active duty status as a cohort of Persian Gulf War veterans who would not, for 
a number of reasons, least of which may be the adverse affect on their careers, come 
forward complaining of symptoms attributable to their service in the Gulf For that 
reason, and others previously cited, we believe that the proposed rule limiting serv- 
ice connection presiunptively to two years is inappropriate. 

In support of our position, we will refer to the VA’s own statistics. As of December 
1, 1995, only 410 individusds were granted service connection for undiagnosed ill- 
nesses. During the same period, 6,381 individuals were denied service connection for 
undiagnosed illness, of which 62 percent, 3,965 individuals, were denied because 
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their disability did not manifest during service or within the two-year minimum 
manifestation period. The next highest reason for denial of benefits was that no dis- 
cernible illness was shown by the evidence of record. 

Mr. Chairman, in closing, the studies we are familiar with are inadequate to sup- 
port the types of conclusions which question whether or not the illnesses suffered 
by these veterans are not related to their Persian Gulf service. In fact, we believe 
the correlation between the symptoms suffered by these veterans and the side ef- 
fects of medication, symptoms of indigenous diseases and environmental factors is 
not considered. The DAV supports efforts to conduct research which will meet the 
rigorous standards necessary to provide reliable results. 

Because of the militaiy mishandling of records, sidestepping of drug approval pro- 
cedures and assigning the security classifications “Secret” to the dispensing of these 
drugs, no one may ever know the full impact of these things on the disabilities of 
the men and women who served in the Persian Gulf 

The VA must change its rules to recognize the long term effects and late develop- 
ing symptoms which result from the overall experience of service in the Persian 
Gulf The VA must reconsider the policies, which appear to have the effect of deny- 
ing service connection as opposed to an equitable administration of the benefit. 

Finally, Mr. Chairman, these men and women cannot purchase any insurance 
that will cover conditions which are believed to be incurred due to their military 
service in the Gulf. Insurers deny insurance coverage due to military personnel 
while they are in conflict. They have no protection except that provided by the gov- 
ernment they risked their lives for. The government, if it must err, must err on the 
side of those it sends to war. It is a part of the cost of sending our young men and 
women to war. 

Mr. Chairman, we appreciate being invited to present our views before your Sub- 
committee. This concludes my statement. I would be happy to answer any questions 
you may have. 


Disabled American Veterans, 
Washington, DC, Aug. 16, 1994. 

Hon. William J. Perry, 

Secretary of Defense, 

Department of Defense, 

The Pentagon, 

Washington, DC. 

Dear Secretary Perry: I write to you today to express a most significant con- 
cern of the Disabled American Veterans (DAV) regarding a recent revelation made 
public by Rgiresentative G. V. (Sonny) Montgomery, Chairman of the Committee of 
Veterans Affairs, that discheuge protocol was not followed v»dth respect to certain 
National Guard veterans of Operation Desert Shield/Desert Storm. 

The DAV is appalled that certain National Guard veterans of the Persian Gulf 
War were released from active duty without the benefit of separation medical ex- 
aminations or line-of-duty determinations, notwithstanding the fact they had unre- 
solved medical conditions. Due to the nature of the unknown illnesses or diseases 
being suffered by Persian Gulf veterans, these veterans have an overwhelming bur- 
den to overcome in order to receive benefits and services from the Department of 
Veterans Affairs (VA). This burden has been greatly increased due to the feet that 
they were separated from military service without liie benefit of a separation medi- 
cal examination necessary to identify the fact that they were indeed suffering from 
illness or disease during their active military service. 

If this abominable situation was allowed to occur with respect to National Guard 
veterans, is it possible to assume that this type of error in discharge protocol oc- 
curred in other branches of our armed services, including active duty and reserve 
units? It is, therefore, of utmost importance that the Department of Defense inves- 
tigate this breach of (fischarge protocol in all branches of our armed services. 

Secretary Perry, the DAVj as the largest single representative of veterans before 
the VA, is extremely concerned that many veterans will be denied benefits for serv- 
ice-connected disabilities because of their inability to demonstrate that they suffered 
from the disease or illness at the time of their separation from service. 

Accordingly, on behalf of the more that 1.4 million members of the DAV and its 
Women’s Auxiliary, I respectfully request that the Department of Defense take im- 
mediate steps to ensure that discharge protocol was followed in all branches of the 
armed services, and to correct the problem caused by the failiue to conduct a sepa- 
ration medical examination. 
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Resolving this issue will go a long way in helping to restore the faith of our veter- 
ans that their government wiU care for them should they become disabled in service 
to their nation. 1 urge you to take expeditious action to do so. Your assistance in 
this matter will be appreciated. 

1 am anxious to receive your response and I hope that answers may be found as 
quickly as possible for those veterans who aUege illness or disease as a result of 
service in the Persian Gulf War. 

Sincerely, 


Richard E. Marbes, 
National Commander. 


Mr. Shays. Our next witness is Mr. Scott Vanderheyden, who is 
the Gulf war coordinator for the Vietnam Veterans Agent Orange 
Victims, Inc. The reason I am saying his title again is he is a resi- 
dent, of Darien, CT, which I represent. 

Mr. Vanderheyden. Stamford, Mr. Chairman. 

Mr. Shays. Where I live now, and you will not be accorded any 
other special privilege that doesn’t exist for anyone else who lives 
in the district. 

Mr. Vanderheyden. Mr. Chairman, members of the committee, 
thank you for giving me the opportunity to testify today. My name 
is Scott Vanderheyden, a U.S. Marine who served in the Persian 
Gulf from January 1991 to August 1991. I am the newest staff 
member of Vietnam Veterans Agent Orange Victims, Inc. We are 
a 501(c)(3) not-for-profit organization presently funded by the 
Agent Orange Class Assistance Program, AOCAP. 

Our mission is to conduct case managem-ent to sick Vietnam vet- 
erans and their children. These children have problems that range 
from birth defects and chronic health problems to learning disabil- 
ities. Direct assistance provided ranges from the purchases of pros- 
thetic devices and reconstructive surgery to educational tutoring 
and counseling. To date, we have provided specific programs and 
services to more than 6,705 Vietnam veterans, 1,242 children, and 
1,690 significant others. 

As news about our sick retumii^ Gulf veterans began to surface, 
Vietnam Veterans Agent Orange Victims felt compelled to provide 
assistance to this new generation of vetersms. In the last 3 years 
Vietnam Veterans Agent Orange Victims’ goal has been to include 
the veterans and families from the Gulf war and provide for them 
the same outreach, referral, advocacy, support, and direct services 
that we have been providing for Vietnam veterans and their fami- 
lies. 

I have been deeply involved in the Gulf war issue for some time. 
We have collected data on everything from research and legislation 
to committee reports and individual veteran statistics, amassing a 
comprehensive body of data and resources regarding not only the 
so-called Gulf war syndrome but a significant number of associated 
birth defects. I have been in close personal contact with and con- 
ducted case management intake with hundreds of Gulf war vets 
and their families throughout the coimtry. 

Not a day goes by that I don’t speak with at least a half dozen 
Gulf war veterans concerned with their health or the health of a 
family member. Vietnam Veterans Agent Orange Victims has been 
in existence since 1978, and has helped veterans and their families 
from every era. In our 18 years of existence, we have been able to 
entrench ourselves into a national network creating contacts every- 
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where, enabling us to help any American veteran at any place in 
the country. 

We have worked closely with some of the Gulf war grassroots or- 
ganizations that have been popping up all over the world creating 
an unprecedented network capable of touching every community. 
Our priority is a major, ongoing outreach campaign where we are 
seeking out Gulf vets to collect individual and family statistical 
data. 

We are collecting data from a medical questionnaire specifically 
for Gulf war veterans. Our statistics are constantly changing and 
we send and receive questionnaires every day. Questionnaires are 
filled out and mailed to us or data is gathered over the phone. Our 
goal with the questionnaire is to get a general overview of our vet- 
erans’ health status and to educate and inform the veteran on new 
developments. 

I feel the need to express the poor effort of funneling information 
to the Gulf veteran. Ninety percent of the Gulf war veterans that 
I have spoken with have no idea of what is going on. I have spoken 
with platoon commanders, company commanders, battalion com- 
manders, and executive officers and not one of them could tell me 
what the Persian Gulf Health Registry was. 

I know the DOD and the VA have used a number of techniques 
from hotlines and Internet sites to public service announcements 
and newsletters, but the fact is that the information is not reaching 
the individual vet. The DOD needs to coordinate better with the 
VA in its attempt to reach the individual veteran. The DOD and 
the VA should coordinate with veterans’ organizations such as the 
Veterans of Foreign War, American Legion, Disabled American 
Veterans, and Gulf war grassroots organizations to outreach these 
vets. These veterans’ organizations should set up outreach commit- 
tees at the post and State levels. There are an endless array of net- 
works amd channels waiting to be tapped into that would greatly 
increase productive and direct outreach to veterans and their fami- 
lies. 

The DOD and the VA need to saturate the general public 
through the media about the Gulf war illness issue and need to 
drive the point home. I challenge the media to help us find the so- 
lutions to our problems instead of looking for the hype and sensa- 
tionalism, the same hype and sensationalism that has put the DOD 
in a defensive posture creating a distant and cautious relationship 
between the Government and its citizens. The time for pointing fin- 
gers is long past. Gulf war veterans need help now. It is time to 
unite and work together if we are going to do anything to help 
these sick vets and their family members. 

The DOD and the VA have a moral obligation to ensure that 
eveiy single Gulf war veteran has informative and accurate infor- 
mation as of where to turn for help. Each person who has served 
this country in the Gulf has earned and deserves the right to know 
what is being done to help them and where they can turn for as- 
sistance. 

Getting the word out is only the first part to helping the veteran. 
It cannot stop there. I have personally heard complaints from vet- 
erans that when they go to their local VA for the Persian Gulf 
health exam the military doctors make comments like nothing is 
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wrong with the Gulf war veterans, it is all in their heads, and Gulf 
war illness is a psychological problem, not a physiological problem. 

These personal opinions are sure to alter the accurate data of the 
exam, therefore possibly eliminating followup visits that so many 
of these vets need. How can we help these veterans if their physi- 
cian expresses more of a one-sided personal view rather than the 
views of the U.S. Government? The establishment of a service coor- 
dinator conducting checks and balances can eliminate this problem. 

Most of the research and concern has been focused on those vet- 
erans who served in the Kuwaiti and Saudi Arabian theater of op- 
erations, where a majority of our troops were concentrated. It is 
important that we don’t forget about those troops that served in 
Operation Provide Comfort in northern Iraq and Operation South- 
ern Watch in the south after the war. These troops have also re- 
ported individual sicknesses and possible chemical incidents such 
as Iraqi helicopters flying over the positions spraying a mist. Are 
these incidents being investigated? 

When we went to the Persian Gulf, we were ready to fight and 
die for what was right. We put our lives on the line for Kuwait and 
America. We were ready to go up against anything Iraq threw in 
our way. We gave this coxmtry nothing less than our best. We re- 
turned home to a proud America and a “job well done”; so-called 
“heroes” overturning the image of the Vietnam veteran. Now we 
deserve the best the United States could give to us. 

All sick veterans should be given mescal treatment regardless 
of any doubts. The VA should establish case management services 
for families and children, and the policy of adhering only to the vet- 
erans should be extinguished. 

Are these sicknesses and birth defects related to the veterans’ 
service? This question heis plagued the Vietnam veteran for years. 
Now we are seeing a mirror image of the Agent Orange issue. Once 
again, we are traveling down the same road. 

The president of Vietnam Veterans Agent Orange Victims, Frank 
McCarthy, will be testifying at the second hearing. He will be testi- 
fying about the direct services that National Alliance for Veterans 
Service Orgainization is providing for Gulf war vets and their fami- 
lies, services the U.S. Government should also provide. This is val- 
uable information that WAOVI has learned over the last 18 years. 

Vietnam Veterans Agent Orange victims is dedicated to helping 
Gulf war veterans and their families. We will continue to provide 
outreach, referreds, advocacy, support, and direct services for as 
long as we can. 

Thank you for giving me the time to express the views and con- 
cerns of the Gulf war vetereins I have spoken with. 

[The prepared statement of Mr. Vanderheyden follows:] 

Prepared Statement of Scott Vanderheyden, Gulf War Coordinator, 
Vietnam Veterans Agent Orange Victims, Inc. 

Mr. Chairman, members of the committee, thank you for giving me the oppor- 
tunity to testify today. 

My name is Scott Vanderheyden, a United States Marine who served in the Per- 
sian Gulf from Jan. 1991 to Aug. 1991. I am the newest staff member of, Vietnam 
Veterans Agent Orange Victims Inc. We are a 501(cX3) not-for-profit oiganization 
presently funded by the Agent Orange Class Assistance Program (AOCAP). Our 
mission is to conduct case management to sick Vietnam Veterans, and their chil- 
dren. These children have problems that range fivm birth defects and chronic health 
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problems to learning disabilities. Direct assistance provided has ranged from pur- 
chases of prosthetic devices and reconstructive surgery, to educational tutoring and 
counsehng. To date we have provided specific programs and services for more than 
6,705 Vietnam Veterans, 1,242 children and 1,690 significant others. As news about 
sick returning Gulf Veterans began to surface, Vietnam Veterans Agent Oraime Vic- 
tims felt compelled to provide assistance to this new generation of veterans. For the 
last 3 years Vietnam Veterans Agent Orange Victims goal has been to include the 
Veterans and families from the Gulf War, and provide Tor them the same outreach, 
referral, advocacy, support and direct services that we have been providing for Viet- 
nam Veterans and them families. 

I have been deeply involved in the Gulf War Illness issue for some time. We have 
collected data on everything from research and legislation to committee reports and 
individual veteran statistics. Amassing a comprehensive body of data and resources 
regarding not only the so called Gulf War Sjmdrome but a sipiificant niunber of as- 
sociated birth defects. I have been in close personal contact with and have conducted 
case management intake with hundreds of Gulf War Veterans and their families 
throughout the countiy. Not a day goes by that I don’t speak with at least a half 
a dozen Gulf Veterans, concerned with their health or the health of a family mem- 
ber. 

Vietnam Veterans Agent Orange Victims Inc. has been in existence since 1978 
and has helped veterans and their families fi-om every era. In our 18 years of exist- 
ence we have been able to entrench ourselves into a national network creating con- 
tacts everywhere, enabling us to help any American veteran at any place in the 
country. We have worked closely with some of the Gulf War grass roots organiza- 
tions that have been popping up all over the world creating an unprecedented net- 
work capable of touching every community. 

Our current priority is a major on-going outreach campaign where we are seeking 
out Gulf Vets to collect individual and family statistical date. We are collecting date 
ft-om a medical questionnaire specifically for Gulf War Veterans. Our statistics are 
constantly changing as we send and receive questionnaires every day. The question- 
naire is filled out and mailed to us or date is gathered over the phone. Our goal 
with the questiormaire is to get an general overview of our veterans health status 
and to educate and inform the veteran on new developments. 

I feel the need to express the poor effort of funneling information to the individual 
Gulf veteran. 90% of the Gulf War Veterans I have spoken with have no idea of 
what’s going on. I have spoken with Platoon Commanders, Company Commanders, 
Battalion Commanders, and Executive Officers and not one of them could tell me 
what the Persian Gulf Health Registry was. I know the DoD and the VA have used 
a number of techniques from hot unes and internet sites to pubhc service announce- 
ments and newsletters, but the fact is, is that the information is not reaching the 
individual vet. The DoD needs to coordinate better with the VA in its attempt to 
reach the individual veteran. The DoD and the VA should coordinate with Veterans 
organizations such as the Veterans of Foreign Wars, the American Legion, Disabled 
American Veterans and Gulf War grass roots organizations to outreach Veterans. 
These Veterans Organizations should set up outreach committees at the post and 
state levels. There are an endless array of networks and channels waiting to be 
tapped into that would greatly increase productive and direct outreach to Veterans 
and their families. 

'The DoD and the VA need to saturate the general public through the media about 
the Gulf War Illness Issue. 'They need to drive the point home. I challenge the 
media to help us all find the solutions to our problems, instead of looking for the 
hype and sensationalism. The same hype and sensation^sm that has put the DoD 
in a defensive posture creating a distant and cautious relationship between the gov- 
ernment and its citizens. The time for pointing fingers is long past. Gulf War Veter- 
ans need help now. It is time to unite and work together if we are to do anything 
to help these sick veterans and their family members. The DoD and the VA have 
a mom obligation to ensure that every single Gulf War Veteran has informative 
and accurate information as of where to turn for help. Each person who served this 
country in the Gulf has earned and deserves the right to know what is being done 
to help them, and where they can turn for assistance. 

Getting the “word” out is only the first part to helping the Veteran. It cannot stop 
there. I have personally heard complaints from veterans that when they go to then- 
local VA for the Persian Gulf Hemth Exam the milita^ doctors m^e comments 
like, “Nothing is wrong with the Gulf War Veterans, it’s all in their heads” and 
“Gulf War illness is a psychological problem, not physiological”. These personal opin- 
ions are sure to alter accurate data of the exam therefore possibly eliminating fol- 
low-up visits that so many of these Veterans need. How can we productively help 
these veterans if their physician expresses more of a one-sided personal view rather 
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then the views of the United States Gtovemment. The establishment of a Service Co- 
ordinator conducting checks and balances could eliminate this problem. 

Most of the research and concern has been focused on those veterans who served 
in the Kuwaiti and Saudi Arabia theater of operations, where the majority of our 
troops were concentrated. It is very important that we don’t forget about those 
troops that served in “Operation Provide Comfort” in northern Iraq and “Operation 
Southern Watch” in the south, after the war. These troops have also reported indi- 
vidual sicknesses and possible chemical incidents, such as Iraqi helicopters flying 
over their positions spraying a mist. Are these incidents being investigated? 

The defection of Saddam Hussein’s son-in-law, Lt. Gen. Hussein Kamel Hassan 
has shed new light on the chemical exposure issue. New doors were swung wide 
open when he pointed U.N. inspectors to a cache of documents secreted in a remote 
farm house. On behalf of aU Gulf War Veterans I respectively urge the United Na- 
tions Special Commission on Iraq (UNSCOM) and the Persian Gulf Investigating 
Team (PGIT) to continue to look into this issue with more vigilance than in the 
past. It is quite apparent that Iraq has deceived the United Nations Special Com- 
mission on Iraq, and the world about its nuclear, biological and chemical weapons 
program for the last 4 years. 

When we went to the Persian Gulf we were ready to fight and die for what was 
right. We put our lives on the line for Kuwait and America. We where ready to go 
up against an 3 rthing Iraq threw in our way. We gave this country nothing less then 
our best. We returned home to a proud America and a “job well done”. So called 
“Heroes”, overturning the image of the Vietnam Veteran. Now we deserve the best 
the United States could give us. All sick Veterans should be given medical treat- 
ment regardless of any doubt. ’The VA should establish case management services 
for families and children, and the policy of adhering to only the veteran should be 
extinguished. 

Are these sicknesses and birth defects related to the veterans service? This ques- 
tion has plagued the Vietnam Veteran for years. Now we are seeing a “mirror” 
image of the Agent Orange issue. Once again we are traveling down the same road. 

The President of Vietnam Veterans Agent Orange Victims, Inc., Frank McCarthy 
will be testifying at the second hearing. He will be testifying about the direct serv- 
ices the National Alliance for Veterans Service Organizations is providing for Gulf 
War Veterans and their families. Services the United States Government should 
also provide. This is valuable information that WAOVI has learned over the last 
18 years. 

Vietnam Veterans Agent Orange Victims is dedicated to helping Gulf War Veter- 
ans and their families. We will continue to provide outreach, referrals, advocacy, 
support and direct services for as long as we can. I thank you for giving me the 
time to express the views and concerns of the Gulf War veterans 1 have spoken 
with. 

Mr. Shays. I theink all of our witnesses. I appreciate all of your 
testimony. All were very important to the effort of this committee. 
And we thank you. 

And I don’t have a lot of questions. I think your statements are 
fairly self-explanatory, but I would like to know, is this Agent Or- 
ange all over again? 

Mr. PUGLISI. In msmy ways, Mr. Chairman, it is not. And some 
of the other of my colleagues today have pointed that out pretty 
clearly, that the Government response to Gulf war veterans and 
the illnesses they suffer from is markedly different than the re- 
sponse that Vietnam veterans received. 

On the other hand, we see some of the same behaviors on the 
part of particularly DOD and VA toward these illnesses and to- 
ward — I said the Federal Government’s approach in general toward 
these illnesses; the way that the Federal Government analyzes 
data from registries, the DOD’s and VA’s registries, and makes 
conclusions from those registries that scientists wouldn’t dare do if 
they were in a university or conducting a peer-reviewed study. 

They have been refuting the fact that there is one cause or CBW 
was a cause of Gulf war illnesses, where most Gulf war veterans 
don’t have that on their radeir screens. Their agenda isn’t about 
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proving that something or another caused the illnesses, but that in 
fact they exist and they need to be treated. 

So, the answer is mixed concerning the Government response. It 
is different from Agent Orange, but in some ways unfortunately it 
is the same. 

Ms. Willard-West. Mr. Puglisi is exactly right. As I noted in my 
testimony, some of the delays experienced by .^ent Orange victims 
are not on the radar screen. That is in large part due to the actions 
that the Congress has taken — ^both to conduct hearings and pass 
legislation allowing VA to provide health care and compensation. 
But the systems are not in place to make sure that the intent of 
the law is implemented. 

Again, we are very pleased that the delays in Government re- 
sponse have not been there, but there’s not sufficient coordination 
to ensure that the frustrations Vietnam veterans experienced in 
navigating the bureaucracy aren’t experienced by Gulf war veter- 
ans. 

Mr. CULLINAN. Mr. Chairman, I am basically going to agree with 
my two colleagues. In terms of similarities between Agent Orange 
and Persian Gulf, ill-health symptoms are vague and not easily di- 
agnosed. That is why there is a similarity. 

The difference, though, is in the Government’s response. It is im- 
mediate and it’s strong and it’s directed. And we intend that it 
should stay that way as well. But that in our view is a marked dis- 
tinction between what happened in Vietnam and the Agent Orange 
issue. 

Mr. Shays. When do you think it became immediate and strong? 

Mr. CULLINAN. It took a little prodding early on. Back in — ^was 
it November 1993 the VFW testified at two congressional hearings? 
They took place on the same day, the House and Senate Veterans 
Affairs Committees. At that time while we saw good and positive 
action on the part of the, VA, DOD, we said at this hearing, we said 
they were stonewalling. There was that problem. 

A short while thereafter we were contacted by the office of Gen- 
eral Blanck who offered to come over and conduct a seminar in our 
building to delineate what DOD, in fact, was doing and not doing. 
And it is our belief that out of that hearing came more concerted 
effort. 

Mr. Shays. What I hear you saying is that the wake-up call was 
heard a little more quickly. But we still are behind the curve? 

Mr. CULLINAN. Yes, absolutely. The distinction between, say, a 
delay of a year and a delay of 20 years is so marked in my mind 
from one, that I would almost say that, yes, the governmental re- 
sponse was immediate. It’s not quite accurate. It took a little prod- 
ding, especially on the part of DOD but there is quite a distinction. 

Mr. Gilmer. Mr. Chairman, the similarities are that if you can’t 
identify something, you can medically diagnose and develop the 
medical research to support that diagnosis, there is a tendency to 
be cynical and to not trust the patient. In that sense, they are very 
similar. 

On the other hand, and once again this is a relative statement, 
if we look at how long it took the atomic veterans involved in all 
of the atomic tests where they were actually at the sites where all 
of these bombs were blasted then walked in Japan on top of radi- 
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ated ground, how long it took for those men and women to be serv- 
ice connected, in comparison, relatively, we are very pleased about 
that. 

Mr. Shays. It is relative here. 

Mr. Gilmer. Exactly. The reality is for all men and woman who 
served who are sick and ill, they need the response now and they 
need the agencies to develop protocols which are more uniform, 
provide more uniform services, and to provide the extensive testing 
which is required to followup on the kinds of conditions we would 
expect to be seen here. 

I would make one point. All of these agencies are limited, one, 
by their objectives. For the military person in the field, when they 
were in combat, the ability to sit down and make a note in a file. 
Or as the sergeant noted, do I take the pill and get sick or do I 
go fight the war? Forget the pill. I’ve got people trying to kill me 
out here. So, you take care of business at hand. That is their objec- 
tive. 

Then when you come back to the Veterans Administration, their 
budget has diminished, not in real dollars but in relative dollars 
year after year after year. They have absorbed budget cuts in CPI 
year after year. Their ability to respond to any veterans’ needs is 
diminished. The newer veterans, then, are coming in on top of that 
and unfortunately that is effecting their ability to get the services. 
Those things have to be looked at. 

Mr. Shays. Thank you. 

Mr. Vanderheyden. Mr. Chairman, I think it is very similar in 
the way that direct services aren’t being provided to the individual. 
The Gulf war veteran has been very lucky. We have been able to 
use the Vietnam veterans — we have been able to springboard off 
the Vietnam veterans for over the last 20 years. They have been 
doing all kinds of work tr 3 dng to get direct services for the Vietnam 
vets. The Gulf war veteran has been very lucky. A lot of Vietnam 
vets are behind the Gulf war vets, which is definitely helping to 
speed up the process. 

Mr. Shays. One of the things I find rather disconcerting, I know 
that when I was in the Peace Corps we were considered a control 
group. We had 200 people that would be going to a particular new 
culture. There it wasn’t medical physical, it was more mental 
health. 

But they would have behavioral scientists come in and they 
would treat different groups differently, and then try to see when 
they did that who stayed the longest, who came back. I wasn’t 
aware of it at the time other than I thought they were playing with 
our brains, until I went to graduate school and started reading 
some of the reports that the behavioral scientists wrote. Very dis- 
concerting for me to think of certain chemicals that may be admin- 
istered that we can’t get a handle on because, “it is basically simply 
a secret.” 

It is disconcerting for me as a Member of Congress to read re- 
ports that you all haven’t seen about the performance of some pro- 
tected gear and so on. And we have got to make sure we put every- 
thing together in the end. 

It is tremendously disconcerting for me to think that at discharge 
that someone wasn’t given a full medical discharge. That they 
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weren’t examined to the extent that the law requires and so on. 
And then records aren’t properly maintained. And I am troubled by 
it seems to me the lack of coordination between DOD and the De- 
partment of Veterans Affairs’ administration. These are things that 
we are going to try to get a handle on. 

What would be the single most important thing you would want 
my staff to focus on, both Republicans and Democrats on this com- 
mittee? What would each of you want to tell the staff member and 
to me as well? If you could limit it to one issue? 

Mr. PUGLISI. Mr. Chairman, besides the claims process, which I 
went into some detail in the written testimony and my oral testi- 
mony — 

Mr. Shays. Yes. 

Mr. PUGLisI [con t in uin g]. One of the key problems with this 
whole issue is the Federal Government’s assertion that not many 
Gulf war veterans suffer from undiagnosed illnesses; that most of 
the active duty service members and the veterans who receive 
these protocol exams end up with a diagnosis. 

Mr. Shays. And you don’t think that is true? 

Mr. PuGLisi. No, sir, I don’t. And when looking at the data, not 
the diagnoses that they get but the S5Tnptoms that they report, 
that is going to show someone how prevalent these illnesses are. 
Because as we all know, if you are sick, you go to a doctor, the doc- 
tor gives you a diagnosis and you go for a second opinion, and 
sometimes you get a different diagnosis. 

And because we are talking about something or some things that 
don’t even have a case definition, we can’t expect VA doctors, no 
less private doctors or DOD doctors, to diagnose these things or to 
admit that they don’t have a diagnosis for the symptoms. 

Mr. Shays. I am making an assumption that there is a general 
consensus, and some of you testified as such, that there is not one 
thing we are looking for. I certainly have that sense. 

Ms. Willard-West, would you tell me one thing that you would 
want us to be alert to? 

Ms. Willard-West. Sure. I think one of the most important 
things — ^Mr. Hollingsworth in the first panel made a very poignant 
statement that the DOD and VA position, that some of these veter- 
ans are just seeking compensation and his statement was that we’d 
much rather get our health back than get compensation. 

That being the case, compensation is very important for veterans 
and their families who are severely disabled and going into pov- 
erty. But perhaps even more critical is making sure they get proper 
health care to treat their illnesses the best ways possible in order 
to help them try to get better. 

Mr. Shays, lliank you. 

Mr. CULLINAN. It’s our view that one of the most important func- 
tions of oversight activity such as this today, along with discerning 
the particulars of a given problem, is maintaining the focus. So, I 
would have to say that this kind of oversight activity which keeps 
the Government focused on resolving the issue with the primary 
objective of getting these veterans better — ^we see the necessity of 
eventually discerning cause so that a full and effective cure might 
be devised, but in the interim what these veterans need is health 
care and they need it now. 
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Mr. Shays. You don’t want us to study it to death. 

Mr. CULLINAN. No, sir. 

Mr. Shays. You want to help the living. Yes, sir? 

Mr. Gilmer. Mr. Chairman, I think that one of the most impor- 
tant things that could happen, and it’s fortunate these other people 
have gone before me, I don’t need to name the same things again. 

Mr. Shays. So you would say all of the three plus. This is very 
helpful, all three are similar but different and it is helpful. Yes, 
sir? 

Mr. Gilmer. I think it’s terribly important that as we look at the 
development of these registries, that uniform medical protocols be 
developed so that they provide a better foundation for looking at 
the kinds of S 3 miptoms and followup treatments that should come 
from that. 

And as a function of that, they should increase medical testing 
which would typically be considered esoteric and typically expen- 
sive, to recognize that the conditions that we are looking for here 
are not common in our communities and if we do not explore those 
areas in these registries, they will not come to the front. We think 
that is critical to ultimately their treatment. Thank you. 

Mr. Shays. Thank you. The four of you so far have done an excel- 
lent job of helping us write a report. And I know that the staff is 
listening. 

Mr. Vanderheyden. Mr. Chairman, I agree with the rest of the 
panel here. I believe that direct services for the veteran, the 
spouse, and the child are the most important issues. 

Mr. Shays. I thank all of you for being here. This has been a 
very enlightening day. I think if I were to say the thing that I am 
most surprised about is the registry. I am just looking at this reg- 
istry and I am wondering if it is not a cover for saying we are doing 
something. I wonder what are we getting from this registry. I think 
it could be an extraordinarily valuable tool for helping deal with 
the care problems and ultimate medical research and healing proc- 
ess. First in identifying problems, and also taking care of these vet- 
erans. 

I will assure all of you we will be having the VA here at our next 
hearing, and I think they have been helped by your testimony as 
well. We will keep at it, and I am also going to say I probably don’t 
need to say this, but I want you to keep at us. I want you to keep 
at Congress. I want you to put the pressures because you need to 
do that. Thank you very much. 

This hearing is adjourned. 

[Whereupon, at 1:30 p.m., the subcommittee was adjourned.] 

[Additional information for the hearing record follows:] 

Prepared Statement of Hon, James M. Jeffords, a U.S. Senator from the 

State of Vermont 

Mr. Chairman, I would like to commend you for holding these hearings to exam- 
ine various efforts by the federal government to determine the unexplained illnesses 
affecting Persian Gifff War Veterans suffering from mysterious symptoms. 

Your call for hearings on the actions of the Department of Veterans’ Affairs (VA) 
and the Presidential Advisory Committee’s interim report on Gulf War Syndrome 
is a welcome initiative. I hope these hearings will accelerate both the scientific proc- 
ess of determining the causes of Persian Gulf War illnesses and the bureaucratic 
process of defining the government’s proper role in caring for suffering veterans. 
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As a member of the Senate Veterans’ Affairs Committee, I have a long-held inter- 
est in this matter and have worked vigorously to ensure that Persian Gulf veterans 
suffering from “unexplained illnesses” should be given priority treatment at VA and 
Department of Defense (DoD) medical facilities worldwide. Efforts by the Senate 
and House Veterans Affairs Committees have gelded some very positive results, in- 
cluding the Persian Gulf War Veterans’ Benefits Act of 1994, which authorizes the 
Secretary of Veterans’ Affairs to compensate any Persian Gulf War veteran suffering 
from a chronic disability resulting from an undiagnosed illness that became mani- 
fest following service in the Persian Gulf. 

I think we both feel that the efforts made thus far by the U.S. Congress on this 
issue have been not only sincere, but productive in addressing the needs of ill Per- 
sian Gulf War veterans. Unfortunately, efforts at both the legislative and the execu- 
tive levels of government have provided neither a conclusion nor a cure for afflicted 
veterans. Like you, I have reviewed the Presidential Advisory Committee’s interim 
report on Gulf War veterans’ illn esses. I must concur that there is a lack of both 
urgency and emphasis on expeditiously finding explanations to better treat and help 
save the health and lives of veterans suffering from these maladies. 

In closing, I realize the enormous cost the federal government woiUd shoulder in 
providing lifetime treatment and compensation to veterans suffering from Persian 
Gulf War Syndrome. However, we need to continue to pressure the executive branch 
participants to accelerate the research process and come to solid conclusions based 
on scientific evidence. 

Again, I am pleased that you have initiated these hearings. This is an incredibly 
important issue to me, to Vermont and to the nation, and I look forward to hearing 
the Subcommittee’s conclusions. 


Prepared Statement of the Navajo Nation on Persian Gulf war Syndrome 

INTRODUCTION 

Mr. Chairman and members of the committee, on behalf of the Navajo veterans, 
thank you for inviting the Navajo Nation to submit written testimony on the Per- 
sian Gulf War Sradrome and for your help in assisting Native Americans. We are 
especially thankml for the Conunittee in working on the Native American Veterans 
Home Loan Program. In the same spirit, we ask that you provide Native American 
veterans the opportunity to participate in other veterans health studies. 

America is a country of rich diversity and endless o^ortunities and we must 
cherish the principles and ideals that bind us together. Throughout history, thou- 
sands of brave Navajo veterans fought along side their American brothers and sis- 
ters in defense of their beloved country, in protecting their families and the families 
of future generations, to live in a free land under the blessings of democracy. To 
protect their native lands, many Navajo veterans came home from the war injured 
and disabled. Many more came home with a variety of unknown symptoms and ill- 
nesses. In the 19&S some Navajos were knowingly exposed to radioactive fallout 
from nuclear testing. In the 19Ws and 1970s Navajo Vietnam veterans were ex- 
posed to Agent Orange and are currently suffering from its effects. The potentially 
toxic substances usM in the 1991 Persian Gulf War have effected many 
servicemembers and our Navajo veterans also are feeling the effects. Unfortunately, 
the cause of the illnesses may not be defined. Nevertheless, they need medical at- 
tention today, not decades from now. 

PROFILE OF THE NAVAJO NATION 

The Navajo Nation is the largest and most populous Indian Nation in the United 
States with an estimated 219,000 members. 'The Navajo Nation encompasses 17.5 
million acres, spanning the states of Arizona, New Mexico and Utah — one third of 
all Indian lands in the lower 48 states. The Navajo Nation is larger than the states 
of Connecticut, Delaware, Maryland, Massachusetts, and Rhode Island combined. 
Given our geographical composition, the Navajo Nation often encounters complex ju- 
risdiction issues m regard to implementation of state and tribal programs, such as 
natural resource management, environmental protection and economic development. 

Although the Navajo Nation is rich in natural resources and possesses tremen- 
dous economic potential, socioeconomic conditions on the Navajo Nation are com- 
parable to those found in underdeveloped third world countries. According to the 
1990 U.S. Census, approximately one-half of oiu- people residing on or near the Nav- 
ajo reservation are bdow the age of 21; and the Navajo population is growing at 
twice the national rate. Addition^y, in 1992, a survey published by the Department 
of Health and Human Services’ Indian Health Service (IHS) reported that approxi- 



110 


mately 15 percent of the Navajo population is under six years of age and indicated 
that the population growth is expected to continue with the Navajo Nation birth 
rate determined at 3.25 percent. This is twice as high compared to the 1987 U.S. 
birth rate of 1.57 percent. 

The Navajo Nation is characterized by unemployment levels ranging from 36 to 
50 percent depending on the season; per capita income averages $4,106.00; and over 
56 percent of our people live below the poverty level. High unemployment on the 
reservation is the underl 3 dng reason that many Navajo families are disjointed, a re- 
sult of family members being forced to relocate to nearby urban areas to find jobs. 
Private-sector businesses are nonexistent on the Navajo reservation. Family mem- 
bers who cannot find emplo 3 rment or provide adequate care and basic needs for their 
children experience stress, depression, and frustration. The consequences are illus- 
trated by the increasing levels of child abuse and neglect, alcoholism, drug and sub- 
stance abuse and depression. 

Currently, the scarcity of adequate housing on the Navajo Nation is at a mag- 
nitude that can be characterized as a “housing crisis.” The Navajo Nation has deter- 
mined that 13,539 newly constructed homes are needed immediately to alleviate se- 
vere overcrowing. Additionally, many existing houses are in disrepair. The Navajo 
Nation estimates that 23,527 existing housing units on the Navajo Nation are in 
substandard condition because they lack either running water, indoor plumbing, 
electricity and/or central heating. This means about 62 percent of housing on the 
Navajo Nation requires significant improvement, in addition, to a continued exten- 
sive home building program. 

Basic “necessities” of life, taken for granted elsewhere in America, are sorely lack- 
ing on the Navajo Nation; 77 percent of Navajo homes lack plumbing, 72 percent 
lack kitchen facilities, and 76 percent lack telephone service. Thirty-five percent of 
Navajo families (12,907 households) presently haul water from windmills or springs 
to meet their basic domestic water needs. Many of these domestic water systems 
were constructed prior to passage of the Clean Water Act, and therefore without ad- 
herence to, strict standards of water quality and well-head protection required by 
U.S. Environmental Protection Agency. 

NAVAJO DEPARTOENT OF VETERANS AFFAIRS (NDVA) 

The Navajo people are a traditional and cultural society with a common language 
interwoven with snared customs, values, and beliefs. Our cultural philosophy is em- 
bedded with the concepts of a “protectoi^ and a “defender.” The Navajo people have 
a high regard for warriors, as they are the protectors and the defenders of the Nav- 
ajo people and their homeland. Therefore, much respect and appreciation is shown 
to veterans of all wars by their families, friends, and people in the community. 
Throughout the course of the United States histo^, the contribution of Navajo vet- 
erans to the cause of peace has exceeded their political and economic representation 
in American society. 

The Navajo Nation has the largest nxunber of Native American veterans, totaling 
more than 16,000, whose military service extends into various branches of the 
armed service since World War I. Navajo veterans comprise 15% of the total Navajo 
population, which, when compared with other ethnic groups, far exceeds the na- 
tional ratio. 

The Navajo Department of Veterans Affairs (NDVA) was estabhshed January 
1971 by the Navajo Tribal Council, to address and serve the needs of all Navajo vet- 
erans. NDVA is centrally located in Window Rock, Arizona, with five suboffices in 
each Bureau of Indian Affairs (BIA) agency. NDVA operates on an annual budget 
funded entirely with Navajo general revenue. NDVA provides financial assistance 
for job training, emergency assistance, burial expenses, headstones, flags, tradi- 
tional ceremonies, home improvements, travel, and personal loans. In addition, mon- 
ies are used to staff personnel, who serve Navajo veterans in the five BIA agencies. 
However, the needs of the Navajo veterans far exceed the Navajo Nation financial 
resources. Very little money is received from Federal and State governments to meet 
the needs of Navajo veterans As such, Navajo veterans have struggled to gain full 
benefits and services entitled to veterans since the estabhshment of Title 38, U.S.C. 
(Veterans Benefits). 

Of the living Navajo veterans on the reservation, 40% are unemployed. Since the 
economic conditions are grossly inadequate, many Navajo veterans turn to alcohol 
and drug abuse that liltimately leads to a vicious cycle of unemployment. Rehabili- 
tative programs to treat veterans are not effective because there are no training and 
employment programs to boost their self-esteem. Some of our weakest and vffiner- 
able Navajo veterans are on the verge of becoming homeless. 
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NAVAJO GULF WAR VETERANS 

The Navajo Nation sent 300 warriors to the 1991 Persian Gulf War in which our 
country successfully drove Iraqi forces out of Kuwait. Today, there are 291 Persian 
Gulf War veterans living among us, some of whom are now suffering from a wide 
range of unknown illnesses and debilitating symptoms, such as fatigue, joint pains, 
headache, rashes, memory loss, flu, asthma, pneumonia, h 3 q)ertension, cardio- 
vascular disease, diabetes and allergies. Like their brothers and sisters who fought 
in the Vietnam War, they too, are experiencing illnesses beyond their comprehen- 
sion. Some have literally given up on modem medicine and have resorted to alter- 
native traditional healing methods. 

Currently, Persian Gulf War veterans, pursuant to the Veterans’ Benefits Im- 
provement Act of 1994,* receive compensation benefits for disability resulting from 
a variety of chronic illn esses that cannot now be diagnosed. Many Navajo veterans 
show signs of illnesses but are discouraged by the inconvenience of accessing a DVA 
medical center. It would be unfair to impose the responsibility to treat veterans 
whose disabilities are caused by their services to a federal agency not having juris- 
diction over the issue and whose budget are already severely constrained. The 
NDVA and Indian Health Services (IHS) are unable to provide adequate referral 
and health services, respectively because they lack the funding to provide such serv- 
ices. This is an example of the overwhelming need to provide much needed services 
to Native American Veterans. 

COMMENTS AND RECOMMENDATIONS 

1. Mandate that Native American Veterans participate in all health studies 
on and related to Persian Gulf War Syndrome. 

The Navajo Nation strongly requests participation in any veterans study author- 
ized by Congress to be conducted on the health abnormalities and effects of the Per- 
sian Gulf War veterans. Historically, Native American veterans have been under- 
served and only recently were extended veterans benefits. The Navajo Nation does 
not want to experience again having its Navajo veterans further excluded from any 
health related studies. 

For example, if the proposed Persian Gxilf War Syndrome study excludes Native 
Americans, the outcome could parallel the 1983 and 1989 studies on Vietnam veter- 
ans. In 19M,2 DVA conducted a comprehensive study of Vietnam veterans to deter- 
mine the effects of the Post Traumatic Stress Disorder (PTSD) and other psycho- 
logical problems in readjusting to civilian life. Particular attention was paid to vet- 
erans who have service-connected disabilities. The study revealed that Black and es- 
pecially Hispanic Vietnam veterans suffered higher rates of PTSD than Anglo veter- 
ans. As a result. Congress increased services to Hispanic veterans. Unfortunately, 
Native Americans were not included in this study. The edarming findings imme- 
diately led to positive efforts of improved health services and benefits to veterans 
with PTSD. 

In 1989, at the request of Native Americans, Congress appropriated funds® to 
conduct another study of the psychological problems of certain Native American 
Vietnam veterans. The study by the National Center for American Indian and Alas- 
ka Native Mental Health Research, Denver, Colorado is still ongoing and the report 
is due Spring 1996. Navajo and Sioux veterans were selected for the study. The 
Center is ciurently working with NDVA to compile data on Navajo veterans. The 
prehminary results of the study revealed that Native American veterans experi- 
enced combat at a higher rate than any other ethnic group, thus, a higher preva- 
lence of PTSD and related health problems (See exhibit A — attach^ graphs and re- 
sults of the American Indian Vietnam Veterans Project study). Today, Native Amer- 
ican veterans are reporting physical problems such as trouble hearing, arthritis, hy- 
pertension, respiratory problems, skin condition, diabetes, etc. These studies provide 
a basis to measure potential problems and solutions to the problems but Native 
Americans were excluded from the 1983 study, resulting in no services. 

Navajo Nation looks forward to actively participating in all veterans health stud- 
ies. 

2. Provide a DVA Hospital on the Navajo Nation. 


* Veterans’ Benefits Improvement Act of 1994 (Public Law 103—446), 108 STAT. 4645, Title 
I: Persian Gulf War Veterans’ Benefits Act, November 2, 1994. 

2 Veterans’ Health Care Amendments of 1983 (Public Law 98-160), 97 STAT. 993, To amend 
Title 38, United States Code, to extend and improve various health-care and other programs 
of the Veterans’ Administration, November 21, 1983. 

® Makes appropriations for the Departments of Veterans Affairs and Department of Housing 
and Urban Devebpment (Public Law 101-144), November 9, 1989. 
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The Navajo Nation requests a veterans hospital to be located on the Navajo res- 
ervation. Currently, the Navajo Nation is primarily served by IHS with six hospitals 
and seven health centers that do not provide any type of services for veterans such 
as treatment of Agent Orange and other illnesses caused by the Persian Gulf War 
Syndrome. IHS currently receives only 85% funding level that fails to accommodate 
the growing health care demand of Navajo Area beneficiaries. Its budget is divided 
to address direct health care, preventive health care, health facilities construction 
and water sanitation projects. Consequently, direct care funding has eroded over the 
years because IHS has had to absorb mandatory increases such as pay raises, infla- 
tionary costs, etc. Moreover, many veterans are discouraged by long lines at IHS 
and the lack of a focus on veterans health care. Navajo Nation looks forward to 
working with this committee, DVA, U.S. Office of Management and Budget (0MB) 
and the Clinton Administration to provide health care services to veterans. 

3. Appoint a Native American Representative to the President’s Advisory 
Committee on Gulf War. 

In 1995, President Clinton set up a 12-member Presidential Advisory Committee 
of scientists, physicians, and veterans advocates to look into mysterious illnesses 
and ailments reported by Persian Gulf War veterans. The Committee was set up 
“to review and make recommendations to President Clinton regarding government 
efforts aimed at finding the causes and improving the health care available to Per- 
sian Gulf War veterans.” Because many Native Americans have given their lives in 
the Persian Gulf War, we encourage &e Advisory Committee to include a Native 
American veteran on the Committee. 

4. Provide adequate funding for the Navajo Department of Veterans Affairs 
online services to access benefits and participate in surveys. 

The Navajo Nation requests that funding be provided to purchase computers that 
will enable NDVA to set up a simple Local Area Network for data collection on Nav- 
ajo veterans. It will also enable NDVA to participate in surveys conducted by DVA 
and other private surveys via the Internet; utilize searchable databases and retrieve 
informational material on veterans benefits such as delayed checks due to govern- 
ment shutdowns; and, access educational and training programs. 'The computers will 
also enable NDVA access to CD-ROMs that provide thousands of hyperlinks to 
photos, videos, news reports, analyses and studies on veterans’ issues. Basic tools 
of this nature standard in many offices and schools are still not yet available on 
the Navajo reservation. NDVA lacks the financial resources to invest in modem 
technology. 

NDVA has suboffices that consist of one Service Officer and a Secretary, located 
in highly remote areas of the reservation. These suboffices are bombarded with a 
variety of requests from Navajo veterans. Navajo Nation provides limited general 
funds to operate these suboffices and cannot afford additional staff or equipment to 
accommodate the requests of Navajo veterans. Modem technology would link these 
remote suboffices to the growing Information Superhighway project, allowing for en- 
hanced services to Navajo veterans. Services such as DVA’s World Wide Web server 
is rated among the top 5% of aU web sites on the Internet. These sites include infor- 
mational data such as DVA published articles, policies, press releases, legislation 
and testimonies, benefits services, scholarship information, announcements for vet- 
erans, Persian Gulf Veterans homepage, information for veterans on other services 
such as DVA medical centers and regional office information, statistics and surveys 
on veterans. 

Currently, there are many surveys being conducted on the Internet. One online 
simvey sponsored by the Desert Storm Justice Foundation, is collecting data to show 
the “incredible difficulties both current Active Duty members and tfcse no longer 
on Active Duty are having in accessing health care treatment for health conditions 
related to the Persian Gulf War.” ■* Navajo veterans and NDVA have missed oppor- 
tunities to participate in these surveys. The statistical results are submitted to Con- 
gress, keeping it informed of current problems experienced by Gulf War veterans. 
Since Navajo veterans are not able to participate in these surveys. Congress and 
DVA will once more be misinformed as to the needs of Navajo veterans. The other 
two surveys that NDVA would have participated if resources were available are a) 
the Gulf War S 3 mdrome Survey by Researchers and b) the Survey for Female Gulf 
War Veterans. 

5. Provide Veterans Readjustment Counseling Program for Navajo Veterans. 


‘‘Clinton Woos Lukewarm Veterans Vow to Fight VA Cuts, Study ‘Gulf War Syndrome’ Thaws 
VFW’s Mood, by John F. Harris, The Washington Post, March 7, 1^5. 
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In 1979, Congress appropriated funding® to DVA Medical Centers to provide as- 
sistance and readjustment counseling programs for veterans of the Vietnam Era. 
Ve^ few of these benefits trickled to Navaio veterans. Many Navajo Veterans still 
suffer from the painful, emotional and psychological trauma. The Navajo Nation re- 
quests that funding be made available to establish a Navmo Veterans Rea^ustment 
Counseling Program to serve Navajo veterans afflicted with PTSD. PTSD has 
caused a high number of Navajo Vietnam and Persian Gulf War veterans to turn 
to alcohol and substance abuse as a means of coping with their physical and mental 
ailments. The abuse contributes to unemployment, deteriorating health, family and 
social problems. Because the Navajo reservation is 335 miles from the nearest DVA 
hospital, access to veterans services are limited. A readjustment counseling program 
on the Navajo reservation would provide a Western and traditional Native counsel- 
ing that would enable them to become productive contributing members in the Nav- 
ajo society; alcohol and drug abuse counseling; employment and training services; 
priority counseling for sexual trauma and related health care for eligible women vet- 
erans; outreach services, benefits counseling; and, referral for Navajo traditional 
healing ceremony assistance. 

DVA Albuquerque Office in response to a request by the NDVA stated that they 
will not establish a Veterans Center on the Navajo Nation because it would remove 
resources and permanent staff from other Veterans Centers and no existing Veter- 
ans Center has shown a decline in workload that would warrant transfer of re- 
sources to the Navajo Nation. DVA is concerned that transferring of these resources 
would impact negatively on client care in other Centers. If DVA fears services will 
offset cuts in benefits fram other veterans cvurently being served, we urge that DVA 
seek an increase in funding to cover benefit services to Navajo veterans. If this is 
not possible, Navajo Nation requests that Congress provide direct funding to the 
Navajo Nation to set up these facilities to meet the toe needs of Navajo veterans. 

DVA Central Office, however, in consultation with the Navajo Nation directed 
DVA Denver Office to enter into a Memorandum of Understanding (MOU) to pro- 
vide services to Navajo veterans. The Navajo Nation requests DVA to continue to 
support this initiative. 

6. Provide a field office to administer Direct Home Loan program. 

Pursuant to (P.L. 102-527),® DVA was appropriated $58 million to make direct 
home loans to elimble Native American veterans living on trust lands through a 
Memorandvun of Understanding (MOU) with Indian Nations, Alaska Natives and 
Native Hawaiians.'^ On January 1995, President Albert Hale and DVA signed the 
MOU. The Navajo veterans have not begiui to fully utilize these loans because of 
the lack of accessibility and availability. The administration of this program was 
given to the Phoenix VA Regional Office which is 335 miles from the Navajo res- 
ervation. The Navajo veterans are discotoaged by the enormous cost and long-dis- 
tance travel involved including the complex loan application process. It is an eight- 
hour drive to Phoenix and the veterans are usually not guaranteed that they will 
be served that day in which case they spend an additional $80 for lodging and 
meals. In addition, they are not assur^ whether their loan applications would be 
approved. Whereas, if a field office were established on the Navajo reservation, it 
would only mean a short drive from their home to file the necessary paperwork. 

Since the approval of the MOU between the Navajo Nation and DVA for direct 
home loans, only two have been approved and closed. NDVA requests that funding 
be made available to administer its own loan program for Navajo veterans on the 
Navajo reservation. The creation of the Navajo Home Loan field office would coordi- 
nate with DVA to administer loan programs, technical assistance and other benefit 
services. If given the opportunity, Navajo Nation will make services more conven- 
ient and accessible to Navajo veterans, using Navajo staff to make the process less 
intimidating and less costly. 

7. Provide direct funding for employment and training. 

In 1992, Congress appropriated funding® for the U.S. Department of Labor to pro- 
vide employment and training to veterans. The Navajo Nation requests that direct 
funding be provided to meet me employment and training needs of Navajo veterans. 


^Veterans Health Care Amendments of 1979 (Public Law 96-22), 93 STAT. 47, and Veterans 
Health Care Act of 1992 (P.L. 102-685), 93 STAT 4943, Title I— Women Veterans Health Pro- 
grams, November 4, 1992. 

® Veterans Home Loan Program Amendments of 1992 (P.L. 102-547), to amend Title 38 
U.S.C., with respect to housing loans for veterans, October 28, 1992. 

’On January 10, 1995, DVA Secretary Jesse Brown and the Nav^o Nation President Albert 
Hale signed the Memorandum of Understanding (MOU) under the DVA pilot program for direct 
loans to Native American veterans. 

® Job Tr ainin g Reform Amendments of 1992 (P.L. 102-367), JTPA, Title IV, Part C, U.S. De- 
partment of Labor Veterans Employment and Training, September 7, 1992. 



114 


Funding will be used to provide classroom training, on-the-job training, job counsel- 
ing, vocational training for untrained and under-employed Navajo veterans with the 
goal of providing new skills that result in a steady long-term employment. Cur- 
rently, there are competitive grants available from the U.S. Department of Labor 
which requires grant and proposal writers to apply for these grants. NDVA does not 
have the financial resources to hire grant writers to go after these funds. 

CONCLUSION 

Thank you for inviting the Navajo Nation to submit written testimony. Your hard 
work on behalf of Native American veterans does not go unnoticed. Lastly, the Nav- 
ajo Nation recommends that a Veterans’ Hospital be established on the Navajo Na- 
tion lands to enable the Navajo veterans of the Persian Gulf War, Vietnam and 
other foreign wars access to medical benefits. Major improvements are still needed 
to ensure that medical and other services are provided to improve their socio- 
economic well-being to a level comparable to that of non-Indian veterans. 



115 


EXHIBIT A 

Some results of the Navajo Vietnam Veterans Study 


A total of 327 Yi^nam theater veterans participated in the project. 

Demographic descrii^oa of Navajo Vietnam Veterans: 

• 68% are currently married 

• 92% have children 

o 51 % of the veterans who have children have 3 or more. 

• 58% have at least a high school education, while 40% report having attended at least 
some coU^e. 

• 59% are currently working, 22% are unemployed, and 5% are disabled, the 
re maining 14% are either working part-time, working o^ and on, or retired. 

Serious problems since the war, as wdl as those still affecting them now. 

One section of the questionnaire asked the veterans, in a general way, what problems they had 
experienced since the war, and whether they considered these problems serious, and if so. 
were these problems still serious today. 

• 22% have had serious problems finding jobs; 

o 16% continue to have seritHis difficulQ^ In this area. 

• 30% have had problems getting enou^ money to live on; 

o 22% have serious problems in this area now. 

• 21 % have bad serious problems holding a job; 

o 15.5% have this problem now. 

• 6% have had serious problems with drugs; 

o 2% continue to have these problems. 

• 43% repoit having problems with d rinking too much; 

o 15% report having such problems now. 

• 24% rqMrt ba>ing had serious mental or emotional problems; 

o 14% rqwit such prc^lems now. 

• 28% rq>oit haWng had serious phyrical health problems; 

o 26% continue to have such problems. 

• 12% rq}ort having had serious problons with the law; 

o 4% report having such problems now. 

• 26% report having had serious problems with their wives or children; 

o 11 % report having such problems now. 
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Physical health problems: 

In this section v/e asked the veterans to give us their overall impression of their physical 
health, as well as to report on specific problems. V/e ended by asking questions about the 
degree of impairment caused by physical health problems. 

• Twenty-nine percent (29%) report their health as "very good" or "excellent", 37% 
report it as "good", 28% as "fair", and 7% as "poor". When comparing their 
physical health to others their age, 37% of these veterans report their health as 
"better" than others their age, 46% as "about the same", and 17% as "worse". 

• The reported prevalence of physical problems in the past year : 


✓ 

Trouble hearing 

48% 

✓ 

Arthritis 

35% 

✓ 

Hypertension 

35% 

✓ 

Respiratory problems 

27% 

✓ 

Skin condition 

19% 

✓ 

Diabetes 

16% 

✓ 

Urinary tract problem 

16% 

✓ 

Heart trouble 

11% 

✓ 

Ulcers 

11% 

✓ 

Arm or hand stifEoess 

11% 

✓ 

Back or leg stiffness 

10% 

✓ 

Seizures 

7% 

✓ 

Cirrhosis of the liver 

3% 

✓ 

Cancer 

1% 

✓ 

Paralysis 

1% 


• Impairment: Physical health has kept veterans from the following activities for 3 
months or more. 


✓ 

kept from working 

19% 

✓ 

limited other activities 19% 


✓ 

trouble walking 

14% 

✓ 

driving a car 

7% 

V' 

needed help in travel 

5% 

V 

stayed in bed 

3% 


• 53% report some physical limitation to the type of work they do 

o 53% of tiSse report' that the limitations are a result bf their war 
experiences. 


Services use: 

We also asked the vets a good number of questions about their use of both biomedical (IHS, 
VA, etc.) and traditional health services, for both physical and emotional problems. When 
someone had used services, we asked about their experiences in that system; when they had 
not used these services, we asked “why not“. The percentages given here are restricted to use 
of services for physical health pr<^lems. 
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Use of VA s er vice s: 


o 


45% had gone to the VA for a physical problems 

^ 34% of these had received inpatient care at some time 

81% had received ouQ>aticnt care at some time 
51% felt treatment was “good* or ’excellent" 

reasons the other 55% have not used the VA (they were allowed to 


choose more than one reason) 

VA too far away 83% 

used other healdi care 77% 

wanted to solve problem on your own 52% 

problem iK>t serious enough 50% 

treatment wouldn*t help 32% 

VA doesn*t offer needed care 26% 

not trust the VA 26% 

too much red tape 25% 

quali^ of care poor at VA 24% 

worried abom what others would think . 20% 

not eligible 15% 

worried about racial prejudice 12% 


• 28% have applied for VA disability; of these 64% have had their claim allowed, 21% 

have been denied, and for 15% the claim is pending. Of the 72% who have not 
applied for VA disability, 19% believe they do have a service-connected disabili^. 


Use of IHS services: 


67% had gone to IHS for physical problems 

45% of these had received inpatient care at some time 
71% had received ou^adcnt care at some time 
55% felt treatment was "good" or "excellent" 

reasons the other 33% have not used the IHS (allowed more than one 
reason) 

too much red tape 63% 

problem not serious enough . 60% 

i9hmed to^lve-pFoblem on your own 55% 

used other health care 50% 

quality of care poor at IHS 39% 

MS doesn't offer needed care 33% 

tce^ent wouldn't help 33% 

not trust the IHS 30% 

worried abemt what others would think 22% 

IHS too far away ■ 15% 

' worried about rK^ial prejudice 8% 

not eligible 5 % 


Use of traditioiial service: 


55% had to Traditional hralers for a physical problem 
*5* felt treatment was ’good' or 'excellent". 
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Executive Summary 


President Clinton established the Presidential Advisory Committee on Gulf 
War Veterans' Illnesses to ensure an independent, open, and comprehen- 
sive examination of health concerns related to Gulf War service. This 12- 
member panel, made up of veterans, scientists, health care professionals, 
and policy experts, will review the full range of relevant activities, includ- 
ing; research, coordinating efforts, medical treatment, outreach, reviews 
conducted by other governmental and nongovernmental bodies, risk fac- 
tors, and chemical and biological weapotts. 

As mandated by Executive Order 12961, we are delivering our interim 
report to the President, through the Secretaries of Defense, Health and Hu- 
man Services, and Veterans Affairs, six months after our initial meeting 
(held on August 14-15, 1995). Our final report will be delivered no later than 
December 31, 1996. 

This interim report ittcludes four chapters addressing specific elements 
of the Committee's charter: outreach, medical and clinical issues, research, 
and chemical and biological weapons. The final chapter describes the Com- 
mittee's work plan for the next 10 months. Within each chapter, the Com- 
mittee presents its analytical approach; describes background material un- 
covered through testimony, document review, and interviews; and makes 
findings based on investigations to date. Recommendations we believe can 
improve the goverrunent's response to the broad array of issues encompass- 
ing Gulf War veterans' illnesses follow. 

OUTREACH 

The Conunittee found the Department of Defense (DOD) and the Depart- 
ment of Veterans Affairs (VA) have used a number of progressive tech- 
tuques— from establishing telephone hotlines for the health care programs 
that serve vetertms to posting decltissified documents on the Internet— to 
educate veterans and other citizens concerned about Gulf War veterans' ill- 
nesses. Neither department, however, has adopted performance measures 
sophisticated eitough to evaluate the success of these programs. Our inves- 
tigation revealed some relatively simple ways for the departments to re- 
ceive feedback on the utility of various outreach programs and a critical 
need to present information to veterans more clearly. 
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[ • Operators at the DOD Medical Registry Hotline, DOD Incident Report- 

ing Line, and VA Helpline should be instructed to ask "How did you find 
out about this number?" as a method of qualitatively measuring the suc- 
cess of the different methods for publicizing the numbers. 

I * In the next Comprehensive Clinical Evaluation Program end-of-evaluation 
questionnaire, which participants ansuvr when the initial evaluation is 
completed, DOD should include a question about satisfaction with the re- 
ferral provided by the Persian Gulf Medical Registry Hotline. 

• DOD and VA should utilize more refined performance measures to deter- 
mine how well outreach services are reaching concerned parties. Caller vol- 
ume data are not adequate. 

• To assist the general public in interpreting the declassified intelligence docu- 
ments on GulfUNK [a tXDD site on the World Wide Web], DOD should 
prepare a user's guide. This guide should explain in general terms the various 
sources of intelligence information, how they may differ in quality and reliabil- 
ity, and how intelligence analysts compde and evaluate reports from a variety 
of sources in the field to obtain corroboration before preparing a find assess- 
ment. This guide should be foatured prominently on the GulflJNK home page. 

• In its outreach campaign, VA should forego use of the term “priority care. " 
VA should state clearly that Gulf War veterans are entitled to receive the 
Persian Gulf Health ^gistry examination free of charge, including any 
diagrwstic testing found to be medically necessary and counseling regard- 
ing findings. 

• VA should make its broadcast public service announcements (PSAs) about 
the toll-free Helpline more explicit. The PSAs should include brief explana- 
tions of the purpose of the Helpline and the referral process for the Persian 
Gulf Health Registry. 

• Future conflicts are likely to generate controversial and unexplained health 
cotuxms, and DOD and VA should anticipate the need and plan for out- 
reach services and implement them expeditiously. 

MEDICAL AND CLINICAL ISSUES 

For this interim report, the Committee focused on medical treatment issues 
that surfaced during the deployment and demobilization of troops. We 
found doc's policies and procedures were not adequate in all cases to pre- 
vent service members with preexisting conditions from being deployed or 
to identify health problems extant at the time of demobilization; these con- 
ditions could have contributed to some current health concerns. 

The Coirunittee believes DOD and the Food and Drug Administration 
(FDA) deliberated carefully before enabling, through rulemaking, DOD to 
require troops to take pyridostigimine bromide (PB) and botulinum toxoid 
(BT) vaccine as antidotes to possible chenucal and biological warfare (CBW) 
agents without FDA approval of the products for that purpose. Yet we find 
FDA has failed, in the five years since the Gulf War, to devise better long- 
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term methods governing military' use of drugs and vaccines for CBVV de- 
fense. We also find DOD's inability to produce the records of who re- 
ceived PB or BT indicative of much need for wholesale improvement in 
the government's performance on medical recordkeeping during irulitar}’ 
engagements, 

• DOD should regularly review and update the policies and procedures 
that govern the pre-, during, and postdeployment medical assessment of 
the Ready Reserve to ensure they are current and adequate. 

• DOD should establish a quality assurance program to ensure compli- 
ance with pre-, during, and postdeployment medical assessment poli- 
cies. 

• Prior to any deployment, DOD should undertake a thorough health as- 
sessment of a large sample of troops to enable better postdeployment 
medical epidemiology. Medical surveillance should be standardized for 
a core set of tests across all services, including timely postdeployment 
followup. 

• Given that FDA's interim rule [permitting waiver of informed con- 
sent for use of unapproved products in a military exigency] is still 
in effect, DOD should develop enhanced orientation and training proce- 
dures to alert service personnel they may be required to take drugs or 
vaccines not fully approved by FDA if a conflict presents a serious 
threat of chemical and biological warfare. 

• If FDA decides to reissue the interim final rule as final, it should first 
issue a Notice of Proposed Rule Making. Among the areas that specifi- 
cally should be revisited are: adequacy of disclosure to service personnel; 
adequacy of recordkeeping; long term followup of indmduals who re- 
ceive investigational products; review by an institutional review board 
ORB) outside of DOD; and additional procedures to enhance under- 
standing, oversight, and accountability. The Committee, at this time, 
withholds judgment on the adequacy of the current interim final rule. 

• DOD should assign a high priority to dealing with the problem of lost 
or missing ttudical records. A computerized central database is impor- 
tant. Specialized databases must be compatible with the central 
database. Attention should be directed toward developing a mechanism 
for computerizing medical data (including classified information, if and 
when it is needed) in the field. DOD and VA shinild adhpt standardized 
recordkeeping to ensure continuity. 

RESEARCH 

The Conunittee found most of the studies sponsored by DOD, VA, and 
the Department of Health and Human Services (DHHS) are well designed 
and appropriate to determine if Gulf Wax veterans have mortality, symp- 
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toms, or diseases that might be attributable to service in the Gulf War. 
However, we believe inadequate response to scientific peer review, disre- 
gard for the importance of allocating scarce research dollars to the best de- 
signed studies, and inattention to the need to communicate effectively with 
veteran participants are undermining the effectiveness of the govern- 
ment's resetuch efforts. The lack of data about exposure to various risk fac- 
tors (e.g., oil fire smoke or infectious diseases) also hampers research. 
Though DOD is attempting to recreate certain exposure scenarios with the 
Persian Gulf Registry of Unit Locations, we recorrunend heightened efforts 
to collect exposure data in future conflicts. 

• All epidemiologic studies aimed at Gulf War veterans' health issues 
should incorporate external scientific review and ongoing interaction 
with appropriate outside experts throughout the study process, from 
study design through analysis of results. 

• The Persian Gulf Veterans Coordinating Board should play an active role 
in allocating the limited resources available for research on Gulf War 
veterans' illnesses. The Research Working Group of the Coordinating 
Board should monitor the findings and recommendations of scientific 
peer review committees. If scientific reviews draw into question the use- 
fulness of particular studies to the overall research strategy, the Research 
Working Group should, via the Coordinating Board, recommend appro- 
priate actions to the Secretaries of the three departments involved. 

• DOD, DHHS, and VA should recommend their principal investigators 
use public advisory committees in designing and executing epidemiologic 
studies of Gulf War veterans' illnesses. 

• For those questions that are common to different [epidemiologic] sur- 
veys, coordination between principal investigators and survey design ex- 
perts should take place to arrive at common wording. The Persian Gulf 
Veterans Coordinating Board's Research Working Group should take re- 
sponsibility for this coordirution. 

• The Persian Gulf Registry of Unit Locations should be made available to 
qualified government and private researchers as quickly as possible, 
within the constraints of confidentiality. 

• DOD should make reasonable and practical efforts to collect and record 
better troop exposure data during future conflicts and to make those data 
available as quickly as possible to health care researchers. 

CHEMICAL AND BIOLOGICAL WEAPONS 

The work of the Uruted Nations Special Commission on Iraq (UNSCOM) 
provides a more defmitive picture of Iraq's advanced CBW capabilities 
than wcis available at the time of the Gulf War and underscores the consid- 
erable uncertainty regarding Iraq's intentiorts to use CBW agents against 
American tmd coalition troops. The Committee believes the decisions of 
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Interim Report 


DOD and the Central Intelligence Agency- (CIA) to reopen their investi- 
gations of CBVV in the Gulf War are postbve steps and urges DOD and 
CIA to draw fully on their resources to answer some of the war's most 
controversial questions; we will monitor their progress carefully. In ad- 
dition, we find improved technology to detect the presence of CBW 
agents would improve the health care surveillance of troops involved in 
future coitfUcts. 

• CIA and DOD should coordinate their analyses to ensure a compre- 
hensive review of the complete record of the Gulf War. Each agency 
should make full and prompt disclosure of all findings. 

• DOD should devote more attention to monitoring low-level 
(subacute) exposures to chemical warfare (CW) agents. One possible 
basis for such a system is the automated air-sampling system devel- 
oped by the U.S. Army Edgewood Research, Development and Engi- 
neering Center for UNSCOM, which is using it to monitor emissions 
from Iraqi chemical plants. Another approach might be to modify the 
detection system the U.S. Army uses to monitor for leaks at chemical 
weapons storage depots. 

• DOD should continue to invest in the development of a biological 
point detector/alarm system that can detect and identify biological 
warfare (BW) agent aerosols rapidly enough to enable troops to take 
protective measures before being exposed. 

CONCLUSION 

The Committee adopted the strategy of investigating and analyzing for 
the interim report those key questions raised by the charter we believed 
could be answered in the near-term. Toward this end, the Committee 
received testimony from the public and government officials and re- 
viewed scores of reports related to Gulf War veterans' illnesses. This 
document reports the Committee's evaluations to date and makes find- 
ings and recommendations in each of the major areas of our mandate, 
but our work is by no means complete. 

Securing a healthy future for Gulf War veterans is of paramount impor- 
taivce to President Clintoa We promise our full dedication to his charge. 
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48 Presidential Advisory Comn-sittee 


List of Acronyms 

ACADA 

-Advanced Chemical Agent Detector/ Alarm 

APIS 

-American Forces Information Service 

AFRTS 

-Armed Forces Radio and Television Service 

BT 

-botulinum toxoid 

BW 

-biological warfare 

CBW 

-chemical and biological warfare 

CCEP 

-Comprehensive Clinical Evaluation Program 

CDC 

-Centers for Disease Control and Prevention 

CentCom 

-Central Command 

CIA 

-Central Intelligence Agency 

CW 

-chemical warfare 

DHHS 

-Department of Health and Human Services 

DMDC 

-Defense Manpower Data Center 

DOD 

-Department of Defense 

DSB 

-Elefense Science Board 

DU 

-depleted uraitium 

ESG 

-Environmental Support Group 

FDA 

-Food and Drug Administration 

GAO 

-Generad Accounting Office 

IIRs 

-Intelligence Information Reports 

IND 

-investigational new drug 

lOM 

-Institute of Medicine 

IRB 

-institutional review board 

NIH 

-National Institutes of Health 

OMB 

-Office of Management and Budget 

PB 

-pyridostigmine bromide 

PGIT 

-Persiam Gulf Investigation Team 

PHS 

-Public Heailth Service 

PSAs 

-public service announcements 

UNSCOM 

-United Nations Special Commission (on Iraq) 

VA 

-Department of Veterans Affairs 

VBA 

-Veterans Benefits Administration 

VHA 

-Veterans Health Administration 
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Timelin e of Significant Events Conceminy Pgraian Gulf Vi^torana* nini»sg«*a 


Policy, Congressional Hearings, Le^latlon Clinical, Research, Oversl^t 



1 

1990 


Saddam Hussein invaded Kuwait 

August 


United Nations Resolution 678 • use "all necessary 
means” to get Iraq out of Kuwait 

November 



1991 


P.L. 102-1 signed, authorizing tree of U.S. military 
forces in Southwest Asia; air attacks began 

January 


Four-day ground war fou^t, ended Feb. 28 

February 




U.S. interageiuy r^ort on health effects of oil fires 



VA initiated Mortality Follow-Up Study 

Last troopa in ground war returned to U.S. 

JUIM 


P.L. 102-190 signed establishing DOD r^istry of 
troops exposed to fumes from oil well fires 

December 



1992 



April 

Investigation of illnesses among Army reservists in 

Indiana 


August 

VA establiahed registry for ill Persian Gulf veterans 
(health examination program only); VA established 
three referral centers (Houston, 'HC; Washington, DC; 
West Loe Angeles, CA) 

First congressional hearings held before House 
Subcommittee 

September 


P.L. 102485 signed, eetabUahing comprehensive VA 
registry, modi^^g DOD registry, mandating OTA 
reviewi of both registries, and a NAS study 

November 
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1 

I»3 


VA published first issue of Persian Gulf Review 

February ' 



May 1 

1 

VA Blue Ribbon Panel of scientists met to discuss 
veterans' illnesses 

Hearings before House and Senate Committeea 

June 


Czech defense Minister announced detection of 
nerve gas during Gulf War 

July 


VA designated as lead agency for Person Gulf- 
related research 

August 


Senator Donald Rie^e's report on chemical and 
biological warfare 

Septembtf 

OTA report on VA health registry 

VA chartered Persian Gulf Expert Scientific 
Committee (formerly Blue Ribbon Panel) 

October 


Hearings before House and Senate Committees 

November 

Investigation of illneaeea among members of Naval 

Reserve Mobile Construction Batallion in North 

Carolina; VA established neurolc^c dinftano pilot 
program (Birmingham, AL) 

P.L. lOS-210 signed, requiring VA to give priority 
medical treatment to eli^ble Persian Gulf veterans 

December 

VA initiated depleted uranium surveillance project 
(Baltimore, MD) 


19S4 


Hearing before House Committee; formation of 
Persian Gulf Veterans (iloordinating Board 

January 


Hearing before House Committee 

Febmary 


Hearing before House Subcommittee 




April 

NIH Technology Workshop on Gulf War veterans’ 
health 

Hearings before Senate Committeee; Senate 

Banking Committee report on chemical and 
biol^cal warfare 

May 


DOD eetablished registry toll-firee hotline 

June 

DOD instituted (^mprebensive Clinical Evaluation 
Program; Defense Science Board Task Force report 


July 


GAO report on reproductive toxicants; hearing 
before Senate Committee 

August 

VA eetablished three Environmental Hazards Research 
Centers (Boston, MA; Portland, OR; Blast Orange, NJ) 

Hearings before Senate Committeee 

September 

OTA report on DOD Kuwait oil fire registry 

P.L. 103-446 signed, authorizing VA to pay 
disability benefits to Gulf War veterans with 
undiagnosed conditions; P.L. 103-452 signed, 
extending priority care through 2003 

November ' 


Senate Veterans’ Affairs Committee report on 
military reoearch and veterans’ health 

December 

First lOM report on CCEP, report on birth outcomes of 
Missusippi National Guard members 
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1995 

i 


January 

lOM report; Health Consequences of Service During the 

1 Persian Gulf War • Interim Findings and 
Recommendations for Immediate Action 

VA established toll-free hotline; VA published 
regulations to compensate Gulf War veterans 

February 


Hearing before House Subcommittee 

March 


DOD created Persian Gulf Investigation Team 

^ril 


Hearing before House Subcommittee; Presidential 
Advisory Committee on G\ilf War Veterans’ 

Dlneesee established by Exec. Order 12961; DOD 
eetaUished toll-free incident reporting number 

May 


DOD established GulfUNK 

June 

VA established fourth referral center (Birmiu^iam, AL) 


August 

Second lOM report on CCEP; Persian Gulf Veterans 
Coordinating Board working plan for research 

United Nations Special Commission on Iraq report 

October 



November 

VA initiatsd Persian Gulf Health Survey 


1996 



January 

'Hurd lOM report on CCEP 


February 

Presidential Advisory Committee on Gulf War Veterans’ 
Dlneeses interim report 


Prepared by CRS (3/96) 
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Persian Gulf Registry: 
Diagnostic Categories 
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THE STATUS OF EFFORTS TO HDENTIFY 
PERSIAN GULF WAR SYNDROME, PART H 


THURSDAY, MARCH 28, 1996 

House of Representatives, 

Subcommittee on Human Resources and 

Intergovernmental Relations, 
Committee on Government Reform and Oversight, 

Washington, DC. 

The subcommittee met, pursuant to notice, at 11:10 a.m., in room 
2247, Rayburn House Office Building, Hon. Christopher Shays 
(chairman of the subcommittee) presiding. 

Present: Representatives Shays and Towns. 

Staff present: Lawrence J. Halloran, staff director and counsel; 
Kate Hickey and Robert Newman, professional staff members; 
Thomas M. Costa, clerk; and Cherri Branson, minority professional 
staff. 

Mr. Shays. I will call this hearing to order and give my state- 
ment. We will be officially in session with the participation of an- 
other member, but we will get started now. 

Two weeks ago, testimony before the subcommittee by veterans, 
veterans’ service organizations, and researchers expressed varying 
degrees of frustration over the response by the Department of Vet- 
erans Affairs, the VA, to the health problems of Gulf war veterans, 
frustration over an unfocused research agenda, and frustration 
over reluctant and inconsistent diagnosis and treatment, frustra- 
tion that the only syndrome the VA seems to recognize is the 
“squeaky wheel s 3 mdrome” that requires veterans to fight as hard 
or harder for their survival at home as they fought in the Persian 
Gulf. 

We also heard the inevitable frustration felt by those who des- 
perately need a cure but who are told to wait while medical science 
searches for the causes of their illnesses. But while scientific in- 
quiry may yield reliable answers only grudgingly, it is our task to 
make sure the government that sent 697,000 men and women into 
war is not as grudging about meeting the very real and very imme- 
diate needs of Gulf war veterans. 

Today, we invite the Veterans Administration to respond to the 
issues raised in our previous hearing and to describe the most re- 
cent efforts to coordinate research and treatment programs. We 
also asked researchers and clinicians familiar with Gulf war veter- 
ans’ health problems to comment on the diagnosis and treatment 
of these chronic, often debilitating symptoms. Specifically, we want 
to be assured that all plausible theories of causation for Gulf war 
veterans’ illnesses are being aggressively explored. 

( 133 ) 
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We also want to be sure the research agenda and VA treatment 
protocols display no bias against the conclusion that the illnesses 
of Gulf war veterans are service-connected. Sadly, that is a sus- 
picion harbored by many veterans and me. They suspect the broad 
array of possible causes, the wide variety of symptoms, and the re- 
sultant lack of a single diagnosis or “syndrome” will be used as a 
pretext to limit Federal liability while we literally study the prob- 
lem to death. 

As we heard in our last hearing, it is a suspicion based on the 
historic reluctance of the military and the VA to acknowledge the 
results of exposures, such as atomic radiation or Agent Orange. 
And it is a suspicion reinforced when veterans have to struggle to 
convince doctors and claims counselors that their pain is real. It is 
a suspicion we expect the VA to dispel through a concerted, urgent 
effort to find answers and offer treatment to Gulf war veterans. 

I welcome all our witnesses here today, and I look forward to 
their testimony. 

Before swearing them in, I want to say that I asked my staff “On 
a scale of 1 to 10, how would you describe the cooperation of the 
Department of Veterans Affairs, on a scale of 1 to 10?” They de- 
scribed the cooperation as a 2. 

I can tell you that, if that’s the case, we won’t stop at three or 
four or five hearings. We will go on and on and on until we have 
the total and complete cooperation of this department, as we have 
with the other five departments that we oversee. I can’t emphasize 
that enough. We have the staff to do the research. We will be con- 
tinually persevering in our interest to get at the facts. 

I will also say something else. One of the challenges that you 
have in communicating with us is that we are going to be — me, in 
particular, and other Members — ^this isn’t our expertise, and we 
don’t want to play the lawyer game of trying to ask the specific 
right question and get an answer that is only in response to that. 
We want there to be an effort to try to educate this committee, as 
well. 

What I will say is that that was the past; today is today. I am 
going to make my own evaluation today and in the weeks and 
months to come. 

Hopefully, my staffs feelings will change during the course of 
what happens in the future. 

At this time, I would like to recognize the distinguished former 
chairman of this committee amd, right now, ranking member, some- 
one who has been really a pleasure to work with. 

Mr. Towns. 

Mr. Towns. Thank you very much, Mr. Chairman. 

The VA health system is the largest, centrally managed health 
care delivery system in the Nation. The system includes 171 medi- 
cal centers, over 300 clinics, and 132 nursing homes. The system 
employs almost 250,000 professional, technical, and support per- 
sonnel. The system serves over a million patients and provides 24 
million outpatient visits annually. 

In essence, in a system with this huge coverage, there are un- 
doubtedly instances in which policy and practice may not coincide. 
However, the better questions are whether a policy requiring uni- 
versal implementation exists and whether procedures exist to as- 
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sure compliance and accountability. These questions can be an- 
swered in the affirmative. These policies are implemented through 
VA medical center directors who are responsible for assuring ap- 
propriate implementation of Persian Gulf policies and programs. 

VHA established a quality management/self-assessment program 
for Persian Gulf veterans registry. Completed assessments are cur- 
rently being returned, and survey results are expected in May 
1996. I believe we must await the results of the assessment before 
we can determine whether quality management is really an issue. 

Finally, Mr. Chairman, whenever one speaks of treatment, there 
is always a discussion of alternative treatments which may be ben- 
eficial. And that’s a fact. While I encourage the VA to seek out phy- 
sicians and researchers who may have noteworthy findings, it 
seems to me that the scarcity of research dollars made possible by 
the Congress would limit the VA’s ability to adequately test the re- 
sults of these private studies. And I think that’s a fact. 

Therefore, if our concern is that the Persian Gulf war vets re- 
ceive effective treatment in a timely manner, I believe that our 
mission is this: Congress should be able to match our funding with 
our concerns. In other words, put up or shut up. 

Again, I want to thank the chairman for holding today’s hearing 
and look forward to the testimony of all the witnesses. I think this 
is a very important issue, and I agree with you that we need to 
have some answers. I think we have the people here today who can 
give us the answers. 

I yield back. 

[The prepared statement of Hon. Edolphus Towns follows:] 

Prepared Statement of Hon. Edolphus Towns, a Representative in Congress 
From the State of New York 

I want to thank the chairman for holding this second hearing on Persian Gulf war 
veterans. The focus of today’s hearing is tihe procedures used by the Department of 
Veterans Affairs for diagnosis and treatment of illnesses faced by Persian Gulf war 
vets. 

This hearing was called to answer two questions: whether there is a standard pro- 
tocol for diagnosing Persian Gulf vets and whether that protocol is implemented by 
the Department of Veterans AffEiirs. It is my understanding that the answer to both 
questions is yes. 

The VA does have a standard protocol used in the examination of Persian Gulf 
war veterans. The uniform case assessment protocol was implemented by the VA 
and the DOD in 1994. The Institute of Medicine reviewed the protocol and foimd 
that it was a helpful diagnostic instrument. Additionally, the VA has established a 
national training program on Persian Gulf veterans he^th for its physicians and 
personnel caring for Persian Gulf vets. 

All veterans who identify themselves through the Persian Gulf Registry, are given 
a standard medical examination. Seventy-seven percent of veterans who undergo 
this exam receive a diagnosis and are treated at local VA medical centers. If a diag- 
nosis is not possible following the preliminary examination, a referral for a follow- 
up exam is given at one of the four Persian Gulf referral centers. These centers have 
developed expertise in addressing symptoms arising out of undiagnosed illnesses. 

The VA health system is the largest centrally managed healtii care delivery sys- 
tem in the Nation. The system includes 171 medical centers, over 300 clinics and 
132 nursing homes. The system employs almost 250,000 professional, technical and 
support personnel. The system serves over a million patents and provides 24 million 
outpatient visits annually. In essence, in a system with this huge coverage, there 
are undoubtedly instances in which policy and practice may not coincide. However 
the better questions are whether a policy requiring universal implementation exists 
and whether procedures exist to assure compliance and accountability. These ques- 
tions can be answered in the affirmative. 
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These polices are implemented through VA medical center directors are respon- 
sible for assiuing appropriate implementation of Persian Gulf polices and programs. 
VHA established a quality management/self assessment program for Persian Gulf 
Veterans Registry. Completed assessments are currently being returned and survey 
results are expected in May 1996. I believe we must await the results of that assess- 
ment before we can determine whether quality management is an issue. 

Finally, whenever one speaks of treatment, there is always a discussion of alter- 
native treatments which may be beneficial. While I encourage the VA to seek out 
physicians and researchers who may have noteworthy findings, it seems to me that 
the scarcity of research dollars made possible by this Congress would limit the VA’s 
ability to adequately test the results of these private studies. 

Therefore, if our concern is that the Persian Gulf war vets receive effective treat- 
ment in a timely manner, I believe that our mission in this Congress should be to 
match our funding with oiu- concerns. 

Again, I want to thank the chairman for holding today’s hearing and look forward 
to the testimony of the witnesses. 

Mr. Shays. I thank the gentleman. 

Before swearing our witnesses, I just will take care of some 
housekeeping. 

I ask unanimous consent that all members of the subcommittee 
be permitted to place an opening statement in the record and that 
the record remain open for 3 days for that purpose. And, without 
objection, so ordered. 

I also ask unanimous consent that our witnesses be permitted to 
include their written statements in the record, if they choose to 
summarize. And they are encouraged to summarize, but not nec- 
essarily. This is very important, so we are not asking that you do 
summarize. And, without objection, so ordered. 

At this time, let me just describe our panel. We have Dr. Thomas 
Garthwaite, who is Deputy Under Secretary of Health, Department 
of Veterans Affairs — all of our witnesses are from the Depart- 
ment — Dr. Susan Mather, Director, Office of Public Health and En- 
vironmental Hazards; Dr. Frances Murphy, Director of the Envi- 
ronmental Agents Service; Dr. Timothy Glerrity, Deputy Director, 
Medical Research Office; Mr. Quentin Kinderman, Assistant Direc- 
tor, Compensation and Pension Service. 

So we have very qualified people to respond to our questions. I 
sincerely appreciate all of you being here. If you would all stand, 
we swear in all our witnesses, even Members of Congress. 

[Witnesses sworn.] 

Mr. Shays. For the record, all of our five witnesses have re- 
sponded in the affirmative. 

Dr. Garthwaite, are you the only one with testimony, and the 
others are here to respond, or do we have other testimony, as well? 

Dr. Garthwaite. Right. 

Mr. Shays. OK. What I will do is, I will have you make your 
statement, and then I will ask if any of you want to just emphasize 
a certain point, if you think of something you just want to empha- 
size before we start the questioning, you will all be permitted to 
do that. 

Dr. Garthwaite, you don’t have a time limit on you. That’s a dan- 
gerous thing to say, but you are the primary witness, and you may 
make your testimony as you see fit. 
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STATEMENTS OF THOMAS GARTHWAITE, DEPUTY UNDER SEC- 
RETARY OF HEALTH, DEPARTMENT OF VETERANS AFFAHIS, 
ACCOMPANIED BY SUSAN MATHER, DIRECTOR, OFFICE OF 
PUBLIC HEALTH AND ENVIRONMENTAL HAZARDS; FRANCES 
MURPHY, DIRECTOR, ENVIRONMENTAL AGENTS SERVICE; 
TIMOTHY GERRITY, DEPUTY DIRECTOR, MEDICAL RE- 
SEARCH OFFICE; AND QUENTIN KINDERMAN, ASSISTANT DI- 
RECTOR, COMPENSATION AND PENSION SERVICE 

Dr. Garthwaite. Thank you, Mr. Chairman. 

Dr. Kizer and I have been working hard for just over a year now 
to rethink and reinvent the Veterans Health Administration. We 
have a new goal, that is to be rated No. 1 by your staff, in terms 
of responsiveness, and we will see if we can’t do that. 

Mr. Shays. Thank you very much. 

Dr. Garthwaite. I would like to thank you for this opportunity 
to appear here and would ask that the written testimony be sub- 
mitted in whole, and I have a relatively brief summary, because I 
think that the best way to open up good communications is to deal 
with the issues that you have. With me today — ^you have already 
introduced the other members of the panel. 

I am pleased to be here today to reaffirm VA’s commitment to 
provide a timely and comprehensive response to the health con- 
cerns of Persian Gulf war veterans and their families. As Secretary 
Brown has often stated, we know that many Persian Gulf war vet- 
erans and their families are suffering from real health problems, 
and we will do evers^thing we can to find the answers they need 
and deserve. 

They answered the Nation’s call, they faced great dangers brave- 
ly, and they fought gallantly. Our Nation’s Persian Gulf veterans 
have earned their government’s very best efforts. 

Mr. Chairman, approximately 697,000 service members were de- 
ployed to Operation Desert Shield and Desert Storm, beginning in 
August 1990. U.S. troops were deployed to a bleak, sandy desert 
environment and were housed in crowded conditions, with little 
privacy and few sanitary facilities. 

You and I, as citizens, watched on television the intense smoke 
from oil well fires. We knew of the very real threat of chemical and 
biological warfare. We saw the blowing sand. But what we couldn’t 
see on television were the potential risks of pests, pesticides, en- 
demic infections, multiple vaccines, nerve agent protection pills, ex- 
posure to depleted uranium, fumes from unvented tent heaters, 
burning of human waste, and exposure to petrochemicals. 

We have a four-pronged strategy to ad(h*ess the concerns of Per- 
sian Gulf veterans. The first part of our strategy is to provide accu- 
rate diagnosis, available treatments, and compassionate and coordi- 
nated care to symptomatic veterans. 

Since 1991, the Persian Gulf War Registry has provided veterans 
who have health concerns with access to a comprehensive physical 
examination and baseline laboratory tests. The information from 
these examinations is entered in a computerized data base, and the 
results are closely monitored to identify patterns of illness and 
complaints among Persian Gulf war veterans. 

By the end of January 1996, more than 57,000 veterans had re- 
ceived registry examinations at VA medical centers nationwide. 
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The most common symptoms reported by Persian Gulf veterans re- 
questing the examination are: fatigue, skin rash, headache, joint 
and muscle pain, memory and concentration problems, shortness of 
breath, sleep distmrbances, and gastrointestinal complaints. To 
date, no single exposing or unique new syndrome appears to ex- 
plain the illnesses seen in the registry participants. 

The second part of our strategy is to provide health care benefits 
and compensation to affected veterans for undiagnosed illness. In 
1993, the President signed legislation authorizing priority health 
care, both inpatient and outpatient, for Persian Gulf war veterans. 
Under this authority, veterans are eligible for free VA health care 
for any disability that may be associated with exposure, during 
their service, to a toxic substance or environmental hazard in the 
Gulf 

The third part of om strategy is to conduct research to find the 
causes and best treatments for the problems reported by Persian 
Gulf war veterans. A cornerstone of the VA research efforts is the 
national health survey of Persian Gulf veterans. It is designed to 
determine the prevalence of symptoms and illness among a rep- 
resentative sampling of Persian Gulf veterans across the Nation. 
When this study is complete, we will have a picture of the preva- 
lence of symptoms and illnesses among the entire population of 
Persian Gulf veterans and their spouses and children. 

VA scientists are also conducting a number of smaller epidemio- 
logic studies. These studies focus on specific clinical end points and 
organ systems, including the central nervous system, the immune 
system, and the endocrine, musculoskeletal, and gastrointestinal 
systems. Significant progress has been made in the studies of the 
central nervous system, with particular emphasis on psychological 
and neurological end points. Several other studies have dem- 
onstrated an increased prevalence of PTSD, stress reaction, and 
psychological disorders among Persian Gulf war veterans. 

The fourth prong of our comprehensive Persian Gulf illness strat- 
egy is to reach out to veterans to keep them informed of how to 
access our help and to keep them aware of the current state of our 
knowledge of the health effects of service in the Persian Gulf This 
is done through meetings, personal contacts, telephone lines, com- 
puter access, and media and public service announcements. 

We are aware that, in the huge medical system which has pro- 
vided care to approximately 150,000 Persian Gulf war veterans and 
special registry examinations to more than 57,000, some veterans 
will encounter problems with some aspect of their care. We have 
instituted several quality assessment measures in our program and 
have intensified our trsiining efforts. 

I want to encourage all veterans who have any concerns regard- 
ing Persian Gulf illness to call our Persian Gulf Help Line at 1- 
800-PGW-VETS. By caUing this number, veterans can let us know 
of their personal concerns and give our staff a chance to help them 
as much as possible. 

In closing, we are conunitted to caring for veterans whose health 
may have been adversely affected as a result of their service in the 
Persian Gulf war. We are, likewise, committed to fully addressing 
the questions and health-related concerns of Persian Gulf war vet- 
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erans and their families. We welcome any and all suggestions from 
this committee or finm any source. 

This concludes my statement, Mr. Chairman. My colleagues and 
I will be pleased to respond to any questions you or other Members 
may have. 

[The prepared statement of Dr. Garthwaite follows:] 

Prepared Statement of Thomas Gartowatte, Deputy Undersecretary for 
Health, Depakitment of Veterans Affairs 

Mr. Chairman and Members of the Subcommittee: Thank you for this opportunity 
to discuss with you the various Department of Veterans Affairs programs for Per- 
sian Gulf War veterans. With me today are Dr. Susan Mather, Chief, Public Health 
and Environmental Hazards Officer, Dr. Frances Murphy, Director, Environmental 
Agents Service, Dr. Timothy Gertity, Deputy Director, Medical Research Service, 
and Mr. Quentin Kinderman, Assist^t Director, Policy and Planning, Compensa- 
tion and Pension Service. 

I am pleased to be here today to reaffirm VA’s commitment to provide as timely 
and comprehensive a response as possible to the health concerns of Persian Gulf 
War (POW) veterans and their families. As Secretary Brown has often stated, we 
know that many PGW veterans and their family members are suffering from real 
health problems, and we will leave no stone unturned in our efforts to &d the an- 
swers they need and deserve. They answered the nation’s call, faced great dangers 
bravely, and fought gallantly. They have earned our very best efforts. 

To address their needs, VA has developed a four-pronged approach covering medi- 
cal care, education and outreach, research, and compensation programs. Since the 
focus of this hearing is health care programs, I will restrict my comments to the 
first three VA program areas. 

Before I discuss the Department’s efforts, I believe it is important to outline some 
background information to provide an appropriate context. Approximately 697,000 
service members were deployed to Operations Desert Shield and Desert Storm be- 
ginning in August 1990. Of those troops approximately 17 percent served in Reserve 
or National Guard luiits and 7 percent were women. U.S. troops were deployed to 
a bleak, sandy desert environment and were housed in crowded conditions with lit- 
tle privacy and few sanitary facilities. Smoke fiom oil well fires, the threat of chemi- 
cal and biological warfare, blowing sand, pests and pesticides, multiple vaccines and 
nerve agent protection pills (p 3 rridostigmine bromide), depleted uraniiun, fumes from 
unvented tent heaters, open burning of h uman waste, exposure to petrochemicals 
and solvents, 'CARC (chemical agent resistant coating) paint, and the possibility of 
exposure to endemic infections are now under investigation as factors which may 
have adversely impacted the health of some PGW veterans. 

medical care 

In preparation for the return of Persian Gulf veterans after Desert Shield and 
Desert Storm, the Veterans Health Administration, Office of Public Health and En- 
viro’’ mental Hazards developed a Persian Gulf Registry Health Examination Pro- 
gra.il -.1 April 1991. We b^an then what was the first of a significant number of 
actions to address health issues related to service in the Persian Gulf. The PGW 
Registry was designed to provide veterans who have health concerns with access to 
a comprehensive physical examination, baseline laboratory tests, and other appro- 
priate diagnostic tests. The information fium these examinations is entered into a 
computerized data base with the results closely monitored to discern patterns of ill- 
ness and complaints among PGW veterans. As of Jsuiuary 31, 1996, more than 
57,000 veterans received R^pstry examinations at VA medical centers nationwide. 
A summary of the latest available information contained in the Registry database 
has been provided to the Subcommittee. 

I want to emphasize that the Registry was designed, first and foremost, to provide 
medical evaluations and care for Persian Gulf veterans with health concerns after 
their Gulf War service. Secondarily, this clinical program was designed to afford VA 
a means to track trends in health patterns among these veterans and monitor for 
sentinel medical events, but it remains primarily a health care program. The foun- 
dation of any potential outbreak investigation is a clinical description of the illness 
or illnesses. Therefore, the first step to dinical understanding involves careful medi- 
cal evaluations of the affected individuals. The Persian Gulf Registry has provided 
such a systematic examination protocol to accomplish these clinical goals. 
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We have evaluated the results of the first 52,916 PGW Registry examinations 
(46,767 men and 5,429 women). The most common symptoms reported by Persian 
Gulf veterans requesting the examination are: fatigue (20%), skin rash (18%), head- 
ache (18%), joint and muscle pain (17%), memory and concentration problems (14%), 
shortness of breath (8%), sleep disturbances (6%), and GI complaints (5%). A wide 
spectrum of diagnosable medical conditions spanning the entire array of medical ill- 
nesses, is identified in Registry participants. To date no single exposxjre or unique, 
new s 3 mdrome appears to explain the illnesses seen in the Registry participants. 
Oversight committees such as the Institute of Medicine, the Presidential Advisory 
Committee on Gulf War Veterans’ Illnesses and the NIH Technology Assessment 
Workshop Panel, have independently come to the same conclusions regarding the 
health problems identified in the Persian Gulf veterans. However, we must remem- 
ber that because of the voluntary, self-selected nature of the VA Registry these re- 
sults cannot be generalized to the entire population of PGW veterans nor can the 
results provide definitive answers to the questions raised about the health of Per- 
sian Gulf veterans. Those answers will be provided by research studies. 

Seventy-seven percent of PGW veterans receiving care at VA medical centers have 
diagnosable medical conditions. The remaining 23 percent suffer finm unexplained 
Olnesses, that is, their symptoms elude medical diagnosis. The absence of a diag- 
nosis does not imply the absence of the need for medical treatment. 

If a Persian Gulf veteran presents with symptoms which cannot be diagnosed or 
otherwise medically managed at the local VA medical center, a referral can be made 
to one of four Referral Centers at VA medical centers in Birmingham, Houston, 
Washington, DC, and West Los Angeles. As of January 1996, there have been more 
than 300 admissions to the Referral Centers. The expertise developed at the Refer- 
ral Centers has resulted in diagnosis and treatment of many veterans with pre- 
viously imexplained illnesses. Furthermore, the uniform case assessment protocol, 
which was implemented nationwide by VA and DoD in 1994 for evaluation of PGW 
veterans with unexplained illnesses, was developed and piloted by the VA Referral 
Center in Washington. A review of the protocol by the Institute of Medicine praised 
it as a good tool for evaluation of difficult-to-diagnose PGW veterans. 

As VHA learned about the PGW veterans’ concerns, exposures and illnesses, the 
Phase I Registry protocol was revised to record data on ten or more symptoms and 
diagnoses, reproductive outcomes, and an expanded list of exposures. In addition, 
a uniform case assessment protocol (comparable to the Department of Defense Com- 
prehensive Clinical Evaluation Program protocol) was developed for evaluation of 
PGW veterans with unexplained illnesses and incorporated into the Registry proto- 
col as Phase II. 

In 1993, legislation authorizing priority health care for Persian Gulf War veterans 
on both an inpatient and outpatient basis, was signed into law by the President. 
Under this authority, PGW veterans are eligible for priority VA treatment and care 
for any disability that may be associated with their possible exposiure during service 
(in Southwest Asia theater) to a toxic substance or environmental hazard, unless 
the VA physician determines the disability was caused by something other than 
such possible exposure. However, as the Presidential Advisory Committee on Gulf 
War Veterans’ Illness in its interim report pointed out, the terminology “priority 
care” creates confusion for some veterans. VA will clarify the concept of priority care 
in its future outreach efforts. 

Moreover, in response to concerns raised about any possible long-term effects of 
exposiure to retained depleted uranium (DU) shrapnel, we have established a De- 
pleted Uranium Medical Surveillance program at the Baltimore VA Medical Center 
(VAMC). The program provides medical foDow-up for veterans and active duty sol- 
diers who have been wounded with munitions containing DU. Individuals identified 
as having been on or in a vehicle at the time it was struck with DU munitions were 
contacted and asked if they wished to participate. Thirteen veterans and 17 active 
duty soldiers participated in this medical evaluation program. Participants under- 
went x-ray examination to determine the presence and location of shrapnel and 24 
hour urine collection for uranium levels. The first eight subjects underwent whole 
body radiation counting for retained radioactivity. All participants were asked to un- 
dergo a battery of diagnostic blood tests, urine analysis, high resolution chest CT, 
a structured psychiatric interview and a battery of neuropsychological tests. DU has 
low radioactivity and is primarily an alpha particle emitter. Therefore, radiation bi- 
ologists feel that the potential adverse hesilth effects are more likely to result from 
kidney and nervous system toxicity due to DU’S chemical properties as a heavy 
metal rather than its radioactivity. Evaluations to date have not shown evidence of 
heavy metal toxicity. Further follow-up is planned for the future. 
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INFORMATION DISSEMINATION 

The problems faced by PGW veterans are complex and pose new challenges for 
VA health care providers. In response, VA has developed a large number of innova- 
tive programs to serve the needs of these veterans. We have used a wide variety 
of means to inform our managers, physicians, and employees of the latest develop- 
ments in this rapidly changing field. Conference calls, eimibits, electronic mail, in- 
formation letters, periodic mailing to Registry physicians, quarterly newsletters, 
and policy directives have been utilized to inform medical centers about the latest 
relevant legislative and policy changes. 

Continuing medical education on PGW veterans’ illnesses has been provided 
through a series of nationwide satellite video teleconferences. Five teleconferences 
were broadcast in the past and a sixth is plaimed for April 19, 1996. These telecon- 
ferences provide VA the means to disseminate new knowledge in a timely and effec- 
tive manner. In addition, a two day conference on PGW veterans’ healm was held 
in July 1995; it was attended by approximately 100 VA health care providers. This 
year VA has initiated a National 'Training Program for PGW veterans’ health issues, 
which will further ermand our education efforts. Better education and understanding 
of the possible health consequences of Persian Gulf service should increase quality 
of care delivered to PGW veterans. 

Complementing these efibrts are VA’s outreach programs for PGW veterans. VA 
has used a wide variety of methods to inform PGW veterans about medical care, 
research and benefits programs. Posters, public service announcements, quarterly 
newsletters, and a variety of print media have been produced to communicate with 
veterans and their famfiy members. In February 1995, VA established a toll-free 
Helpline (1-800-PGW-VETS) and an on-line computer information service (1-800- 
USl-'l^TS). More than 150,000 calls have been received by the Helpline as of 
March, 1996. As the Subcommittee is aware fiom testimony provided on March 11, 
1996, both the Institute of Medicine and the Presidential Advisory Committee have 
recommended specific enhancements of VA PGW outreach programs. We have al- 
ready begun to redesign our public service announcements. Helpline operations and 
other communication vehicles and VA will carefully measure our progress in the fu- 
ture. 


COORDINATION OF FEDERAL ACTIVITIES 

In January of 1994 the Secretaries of Veterans Affairs, Defense, and Health and 
Human Services established the Persian Gulf Veterans Coordinating Board. The Co- 
ordinating Board is supported by three working groups: the Clinical Working Group, 
the Disability/Compensation Working Group, and the Research Working Group. The 
Subcommittee has been provided an article published in the Federal Practitioner 
which describes the function and mission of each Working Group. To illustrate one 
aspect of the Board’s Important contributions, I will descnbe for you now the activi- 
ties of the ^seeirch Working Group. 

In 1993, pursueint to Public Law 102-585, the President named VA’s Secretary 
to coordinate all federal research on PGW veterans. As a result, the Research Work- 
ing Group is chedred by the VA Offce of Research and Development. It is charged 
with: 

• assessing the state and direction of PGW-related research; 

• identifying gaps in factual knowledge and conceptual understanding; identif 3 ring 
testable hypotheses; 

• identifying research approaches to test hypotheses; 

• reviewing research concepts as they are developed; 

• collecting and disseminating scientifically peer-reviewed research information; 
and 

• insuring that appropriate peer review and oversight of research are conducted. 

Membership on the R^earcn Working Group consists of 13 senior research and 

clinical managers from VA, DoD, HHS, and the Environmental Protection Agency 
(EPA). The Research Working Group meets monthly to cany out its functions. Spe- 
cific tasks and projects the Research Working Group have undertaken include: invit- 
ing speakers to present ideas and pre liminar y research results to the Research 
Working Group; sponsoring meetings of investigators at which they can exchance in- 
formation with each other, maintaining a database on PGW veterans research, de- 
veloping the Working Plan for Research on Persian Gulf Veterans Illnesses; and con- 
ducting programmatic review of proposals submitted to DoD’s recent Broad Agency 
Announcement for research on PGW veterans’ illnesses. 

Virtually all current federal research directly related to PGW veterans’ illnesses 
is conducted or sponsored by VA, DoD, or HHS. These three departments currently 
conduct or sponsor 71 distinct research projects on PGW veterans’ illnesses, of 
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which 52 are ongoing, 18 are complete and 1 planned. VA alone is conducting or 
sponsoring 36 projects, of which 26 are ongoing, 9 are complete and 1 planned. Most 
of the large (and many of the small) research projects and programs, such as the 
large epidemiology studies and VA’s three Environmental Hazards Research Cen- 
ters (encompassing 14 projects), involve some participation by all three departments 
and the EPA. In many cases scientists from two or more departments are direct col- 
laborators on a project or program. 

The scope of the research sponsored or conducted by the federal government is 
very broad. In size, projects range from small pilot studies using limited or no di- 
rectly appropriated research funds, up to large-scale epidemiology studies and major 
research centers using significant amounts of appropriated research funds. 

The 71 research projects on PGW veterans’ illnesses represent only research 
which is judged to be directly related to the health problems of PGW veterans. The 
federal research portfolio on PGW veterans’ illnesses does not account for the vast 
number of research projects funded over the last 40 years by the federal govern- 
ment, that form the foundation upon which the current 71 projects rest. 

A recently completed VA study conducted by the Environmental Epidemiology 
Service followed the cause-specific mortality experience of all 697,000 service mem- 
bers deployed to the Persian Gulf during Operations Desert Shield/Desert Storm up 
to September 1993. When compared with the mortality experience of non-deployed 
service members over the same time period, there was an increase in the overall 
mortality rate of deployed PGW veterans. However, when deaths due to accidents, 
suicide, and homicide were excluded, there was a decrease in mortality related to 
any specific disease. These data suggest that at this time PGW veterans have not 
experienced life-threatening illnesses at a rate beyond that of a control population 
of non-deployed veterans. 

Indeed, when compared with appropriate groups of U.S. civfiians, the deployed 
veterans have a lower mortality rate. VA plans to conduct additional mortality fol- 
low-up studies at appropriate time intervals. 

A cornerstone of the VA research efforts on PGW veterans illnesses is the Na- 
tional Health Survey of Persian Gulf Veterans. This study is well underway. It is 
a population-based health survey of 30,000 veterans representing various strata of 
troops from the Persian Gulf era (15,000 Persian Gulf veterans and 15,000 non-Per- 
sian Gulf veterans, males and females). The study is designed to determine the 
prevalence of symptoms and illnesses among a representative sampling of PGW vet- 
erans across the nation. The study is being conducted in three phases. In Phase I 
a health questionnaire was mailed to all 30,000 veterans followed bjr miiltiple fol- 
low-up mailings to increase the overall response rate. The first questionnaire mail- 
ing was in November 1995, and the first follow-up was in January 1996. Phase I 
should be complete by May 1996 with results shortly thereafter Phase II is a tele- 
phone interview of 4,000 non-respondents from Phase I (2,000 from each group) to 
determine if there are any symptom/illness differences between respondents and 
non-respondents. In addition, 1,000 respondents from each group will be selected for 
a record review (medical, hospital, personnel, etc.) to validate their responses from 
the mail survey. Phase II will begin later this year. Finally, VA plans to conduct 
a Phase III of the study. In Phase III the latter 2,000 veterans would be invited, 
along with their family members, to participate in a comprehensive physical exam- 
ination protocol at a VA, DoD, or private medical facility. VA hopes to complete 
Phase III by Spring 1998. When tlus study is complete we will have a picture of 
the prevalence of s 3 Tnptoms and illnesses among the entire population of PGW vet- 
erans and their spouses and children. 

Besides these two large epidemiology studies, VA scientists have been engaged in 
a number of smaller epidemiology s&dies. These studies focus on specific clinical 
endpoints and organ systems including: the central nervous system, the immime 
system, and the endocrine, musculo-skeletal, and gastrointestinal systems. Sigmfi- 
cant progress has been made on studies of the central nervous system with particu- 
lar emphasis on psychological and neurological endpoints. Severm studies have dem- 
onstrated an increased prevalence of PTSD, stress reaction, and other psychological 
disorders among PGW veterans. Six of the completed VA projects involve psycho- 
logical and neuropsychological endpoints. 

Besides the ongoing VA-led projects, VA is involved with research conducted or 
sponsored by other Departments. An important example is a study of birth defects 
and health problems among children bom to PGW veterans in Mississippi, In late 
1993 there was a report of an apparent cluster of birth defects and other health 
problems among children bom to veterans of two Mississippi National Guard units 
that had been deployed to the Persian Gulf during Operations Desert Shield/Desert 
Storm. The Department of Veterans Affairs in Jackson, Mississippi, the Mississippi 
State Department of Health, and the Centers for Disease Control and Prevention 
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(CDC) conducted a collaborative investigation to determine whether an excess num- 
ber of birth defects occurred among children bom to this group of veterans. Inves- 
tigators reviewed the medical recoil of all children conceived by and bom to veter- 
ans of these two imits after deployment to the Persian Gulf. The total number of 
major and minor birth defects was not greater than expected. Limitations of statis- 
tical power due to the small number of births (54) prevented investigators from 
drawing conclusions about the occurrence of specific birth defects. The frequency of 
premature birth and low birth weight in the study group appeared similar to that 
in the general population. This study was published in January 1996 in the journal 
Military Medicine after undergoing scientific peer review. 

Another example of inter-Departmental collaboration is a study conducted by CDC 
of illnesses among Pennsylvania Air National Guardsmen. This study was requested 
by VA, DoD, and the Pennsylvania Department of Health to investigate a report of 
illnesses among members of an Air National Guard Unit. CDC conducted a three 
stage investigation to; 1) characterize signs and symptoms among the veterans in 
this unit who were being seen at a local VA medical center; 2) determine whether 
the prevalence of symptoms was higher among members of this unit compared to 
three other units and higher among deployed than non-deployed personnel; and 3) 
characterize the illnesses and identify risk factors. At this time stages 1 and 2 have 
been completed. 

In the first stage, 59 symptomatic PGW veterans from the VA medical center 
were interviewed and received standard physical exams. A variety of chronic symp- 
toms were reported including: fatigue, joint pain, nasal or sinus congestion, diar- 
rhea, joint stifthess, unrefieshing sleep, excessive gas, diffculty remembering, mus- 
cle pains, headaches, abdominal pains, general weakness, and impaired concentra- 
tion. 

In the second stage, members of the index unit and three comparison units were 
surveyed to determine the prevalence of selected symptoms identified in stage 1. All 
units included deployed and non-deployed veterans. In all units chronic symptom 
prevalence was significantly greater among deployed than non-deployed veterans. 
The prevalences of self-reported symptoms fi-om five categories: clmonic diarrhea, 
gastrointestinal complaints, difficulty remembering or concentrating, “trouble find- 
ing words,” and fatigue, were aU significantly greater in the deployed veterans from 
the index unit than the deployed veterans finm the other units. These findings were 
reported in a Jime 1995 article in Morbidity and Mortality Weekly Report. 

Exc^t for ascertainment of vaccination status, third stage data collection is com- 
plete. Testing for infectious agents and analysis of the data are underway. 

Epidemiologists at VA are involved in a group of seven epidemiology studies of 
PGW veterans and their family members being conducted by the Naval Health Re- 
search Center in San Diego, California. These studies are focused on three general 
areas: (1) overall symptom prevalence amoi% PGW veterans; (2) reproductive health 
of PGW veterans and spouses; and (3) hospitalizations of PGW veterans. Two of the 
seven studies have produced preliminary data which were reported at the Annual 
Meeting of the American Public Health Association Meeting in San Diego, Califor- 
nia, in October 1995. A study of 1,5(K) Seabees shows that those who were deployed 
to the Persian Gulf have an increased prevalence of symptoms and abnormal psy- 
chological indices but no objective physioli^cal differences when compared with 
their non-deployed counterparts. A second study of the hospitalization records of 
DoD hospitals reveals that deployed PGW veterans have been no more likely to be 
hospitalized since the Persian Gulf War than their non-deployed coimterparts. A 
thinl study, an examination of DoD hospital records for pregnancy outcomes, is 
nearly complete with results expected very soon. 

To summarize the findings to date, early studies indicate the following: 

• It is clear that some cohorts of PGW veterans are experiencing an excess of 
symptoms in comparison with non-deployed veterans of the same era. The connec- 
tion between symptoms and a specific disease pathology or pathologies has not yet 
been identified. Until the VA National Health Survey and other large epidemiology 
studies are complete, it is not possible to generalize these results to the entire PGW 
veteran population. 

• Based on VA and DoD mortality studies, there does not appear to be an excess 
of disease-related deaths in PGW veterans when compsued to veterans of the same 
era indicating that, at least at present, any excess illnesses are not life-threatening. 

• The Navy study of hospitalizations indicates that, at least among active duty 
personnel, the rate of hospitalizations of PGW veterans does not exceed their non- 
deployed counterparts. This suggests that PGW veterans are not experiencing (at 
this time) an excess of illnesses of a severity that would lead to hospitalization. Cau- 
tion must be exercised in drawing a more general conclusion because the study does 
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not account for veterans who may have left the mihtary. A subsequent study is ex- 
amining civilian hospitalization records. 

• One focused study of a small cohort of PGW veterans was unable to uncover 
an overall excess of birth defects among their offspring. As with the hospitalization 
study, caution must be exercised in drawing more general conclusions about birth 
outcomes. Although this study suggests that there are no problems with pregnancy 
or birth outcomes among PGW veterans and spouses, further study is underway to 
provide more definitive results. 

The future coimse of research has been mapped out by the Research Working 
Group. At the conclusion of the Working Plan for Research on Persian Gulf Veterans’ 
Illnesses the Research Working Group identified areas of concern in need of further 
investigation. These were: 

• studies of the prevalence of illnesses within other coaUtion forces; 

• studies of the prevalence of illnesses within indigenous populations; 

• studies of the prevalence of adverse reproductive outcomes among PGW veter- 
ans and their spouses; 

• simple and sensitive tests for Leishmania tropica infection leading to quantita- 
tion of the prevalence of L. tropica infection among PGW veterans; and 

• studies on the lon^-term, cause-specific mortality among PGW veterans. 

These areas of inquiry were used by DoD in their solicitation of proposals con- 
tained in a Broad Agency Announcement in June 1995. Over 100 proposals were re- 
viewed by outside scientific peer-review panels for scientific merit. After ratings 
were assigned by the peer-review panels, summary review statements (redacted for 
personal and institutional identifiers) were provided to a subcommittee of the Re- 
search Working Group for the purpose of evaluating proposals for their relevancy 
to the research needs established by the Working Plan. The Subcommittee refrained 
fi'om any further scientific review relying on toe scientific peer-review panels for 
that. The Subcommittee forwarded its recommendations on fundable projects 
through toe full Research Working Group and the Persian Group Veterans Coordi- 
nating Board to DoD. DoD is currently finalizing negotiations with the offerors and 
will soon be making a public announcement about awards. 1 am pleased with toe 
hard work of DoD and the Research Working Group in arriving at a list of new re- 
search projects that are of the highest scientific guality and fill in gaps in knowledge 
about PGW veterans’ illnesses. 

EVALUATION OF THE SPOUSES AND CHILDREN OF PERSIAN GULF WAR VETERANS 

Section 107 of Public Law 103-446, “Evaluation of Health Status of Spouses and 
Children of Persian Gulf Veterans,” provides for the conduct of a study to evaluate 
the health status of spouses and children of PGW veterans. This study must be car- 
ried out to determine toe nature and extent of association, if any, between the ill- 
nesses or disorders of the spouses or children and the illnesses of veterans. Section 
107 also requires toe development (and dissemination to outside entities) of stand- 
eird protocols and guidelines for testing and examinations, entrance of examination 
results of spouses and children in the VA Persian Gulf War Veterans Health Reg- 
istry, outreach initiatives, and a final report to Congress, analyzing the data gath- 
ered and making any appropriate recommendations. 

VA has begun work on tlu-ee new programs. First, in April 1996 VA will establish 
a voluntary examination program for PGW veterans’ spouses and children — at no 
charge to them — and enter toe results of these evaluations in toe Registry. Second, 
we have developed a mechanism to enter the results of private physician examina- 
tions of spouses and children into the Registry. Third, Phase I of the National 
Health Survey of Persian Gulf Veterans will look at veterans’ symptoms frequency, 
their Gulf exposures, birth defects in the veterans’ children, and reproductive prob- 
lems after Persian Gulf Service. 

VA has taken a number of additional steps to further comply with section 107. 
VA developed a uniform case assessment protocol; in September 1995, published in- 
structions for VA physicians for using the protocol as a clinical guidehne when eval- 
uating health problems among PGW veterans’ family members; and developed and 
soon will publish a code sheet and instructions for private physicians’ reports on 
family members’ examination results. VA will make toe code sheets and instructions 
available to all interested parties as soon as possible. VA researchers will analyze 
completed code sheets to identify health trends in family members to generate 
hypotheses for testing in scientific studies. 

The Department of Veterans l^airs would like to extend our appreciation to toe 
Presidential Advisory Committee on Gulf War Veterans’ Illnesses and toe Institute 
of Medicine for their interim reports and their contribution to addressing toe needs 
and concerns of PGW veterans and their families. 
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VA has an obligation to address the needs of PGW veterans through medical care, 
compensations, and research into what is causing their health problems. We believe 
that our comprehensive programs are meeting the vast majority of these expecta- 
tions. Nonetheless, the recommendations on further enhancements will ensure that 
VA continues to make improvements in response to the needs of PGW veterans and 
their families. The recommendations that were specific to VA will be closely evalu- 
ated in the process of developing appropriate implementation plans. Specifically, VA 
will provide detailed responses for the following areas addressed: 

VA’s research is world-class, and its peer-review process for medical research is 
second to none. However, special care will be taken in the external peer review proc- 
ess for federaUy-flinded TOW-related research programs and in ensuring com- 
parability among epidemiological studies. 

Regarding the recommendations on the Persian Gulf War Coordinating Board, 
VA’s Under Secretary of Health, with the Board’s executive director, has taken steps 
to implement closer coordination by the Board’s Research Working Group of re- 
search monitoring, review and strategic planning. The Working Group will monitor 
the findings and recommendations of scientific peer review committees and continue 
to play an active role in the allocation of the resources available for research on Per- 
sian Gulf War Illnesses. 

Within the next few weeks VA will provide detailed implementation plans for ac- 
tions based on the Presidential Advisory Committee’s recommendations. 

In closing, I want to emphasize that we are committed to caring for veterans 
whose health may have been adversely affected as a result of their service in the 
Persian Gulf. We are likewise committed to fully addressing the questions and 
health-related concerns of PGW veterans and their families. This concludes my for- 
mal statement. I would be pleased to respond to any questions you may have. 


VA Fact Sheet 

VA PROGRAMS FOR PERSIAN GULF VETERANS 

The Department of Veterans Affairs (VA) offers Persian GiUf veterans physical ex- 
aminations and special eligibility for follow-on care, and it operates a toll-free hot- 
line at 800-749-8387 to inform these veterans of the program and their benefits. 
VA also is compensating veterans under unprecedented regulations addressing 
undiagnosed conditions. Special research centers and other investigations are 
searcMng for answers to aid seriously ill patients whose underl 3 dng disease is unex- 
plained. Most Gulf veterans are diagnos^ and treated; but for some, such symp- 
toms as joint pain or fatigue have been chronic. Some respond to treatment of symp- 
toms even though their doctors have not yet identified an underlying illness or path- 
ogenic agent. 

UNElffLAINED ILLNESS: The prevalence of unexplained illnesses among Per- 
sian Gulf veterans is uncertain. Data from special VA examinations show that 
10,391 veterans had current symptoms and did not receive a diagnosis. This may 
be an overestimate or under-estimate of the problem of “undiagnosed illnesses’’ as 
the diagnoses recorded may not explain all the symptoms. Further, VA does not 
have information on the chiunology, severity or current existence of the symptoms. 
Answers about illness prevalence are expected through epidemiologic research in- 
volving representative samples of the Gulf veteran population (see page 3). 

PERSIAN GULF “SYNDROME” UNDEFINED: Several panels of government 
physicians and private-sector scientific experts have been unable to discern any new 
illness or unique symptom complex such as that popularly called “Persian Gulf Syn- 
drome.” “No single disease or syndrome is apparent, but rather multiple illnesses 
with overlapping symptoms and causes,” wrote an outside panel led by professors 
from Harvard and Johns Hopkins University that convened for an April 1994 Na- 
tional Institutes of Health (NIH) workshop. VA has neither confirmed nor ruled out 
the possibility of a singular Gulf syndrome. 

RESEARCH AND RISK FACTORS: With variation in exposures and veterans’ 
concerns ranging from depleted uranium in armaments to possible contamination 
fi'om Iraqi chemical/biological agents, VA has initiated wide-ranging research 
projects evaluating illnesses as well as risk factors in the Gulf environment, spend- 
ing $2.75 million in fiscal year 1995. The activation of three research centers con- 
ducting 14 protocols has enabled VA to broaden its activity from largely descriptive 
evaluations to greater emphasis on hypothesis-driven research. 
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STATISTICS 

Some 945,000 servicemembers served in the Gulf from August 1990 through the 
end of 1994, nearly 697,000 of them serving in the first year. About 549,000 have 
become potentially eligible for VA care as veterans, having separated from the mili- 
tary or having become deactivated reservists or Guard members. More than 57,000 
veterans have responded to VA’s outreach encouraging any Gulf veteran to get a 
free physical exam under VA’s Persian Gulf Program. Not all are ill: 

• 12 percent of the veterans who had the registry health exam had no health com- 
plaint (among the first 52,000 computerized records). 

• 26 percent of the same group rated their health as poor or very poor, while 73 
percent reported their health as aU right to very good (the remaining 1 percent did 
not have an opinion). 


VA HEALTH PROGRAMS FOR GULF VETERANS 

• SPECIAL HEALTH EXAMINATION: A free, complete physical examination 
with basic lab studies is offered to every Persian Gulf veteran, whether or not the 
veteran is iU. A centralized registry of participants, begun in August 1992, is main- 
tained to enable VA to update veterans on research findings or new compensation 
policies through periodic newsletters. This clinical database also provides informa- 
tion about possible health trends and may suggest areas to be explored in future 
scientific research. The 57,000 Persian Gulf veterans who have taken advantage of 
the physical examination program become part of a larger Persian Gulf Registry. 
As defined by P.L. 102-585, this includes 181,000 Gulf veterans (generally including 
those counts in the special examination program) who have been seen for routine 
VA hospital or clinic care, or who have filed compensation claims — or whose survi- 
vor registers a claim. 

• PERSIAN GLTLF INFORMATION CENTER: VA offers a toll-free information 
line at 800-PGW-VETS (800-749-8387) where operators are trained to help veter- 
ans with general questions about medical care and other benefits. It also provides 
recorded messages that enable caUers to obtain information 24 hours a day. Infor- 
mation also is being disseminated 24 hours a day through a national computer bul- 
letin board, VA-ONLINE, at 800-USl-VETS (800-871-8387). It also can be 
reached at telnet://vaonline.va.gov via the Internet. 

• SPECIAL ACCESS TO FOLLOW-ON CARE: VA has designated a physician at 
every VA medical center to coordinate the special examination program and to re- 
ceive updated educational materials and information as experience is gained nation- 
ally. Where an illness possibly related to exposure to an environmental hazard or 
toxic substance is detected during the examination, followup care is provided on a 
higher-eligibility basis than most non-service-connected care. As with the health ex- 
amination registry, VA requested and received special statutory authority to bypass 
eligibility rules governing access to the VA health system. 

• PERSIAN GULF REFERRAL CENTERS: If the veteran’s illness defies diag- 
nosis, the veteran may be referred to one of four Persian Gulf Referral Centers. Cre- 
ated in 1992, the first centers were located at VA medical centers in Washington, 
D.C.; Houston; and Los Angeles, with an additional center designated at Bir- 
mingham, Ala., in June 1995. These centers provide assessment by specialists in 
such areas as pulmonary and infectious disease, immunology, neuropsychology, and 
additional expertise as indicated in such areas as toxicology or multiple chemical 
sensitivily. There have been approximately 296 veterans assessed at the centers; 
most ultimately are being diagnosed with known/definable conditions. 

• STANDARDIZED EXAM PROTOCOLS: VA has expanded its special examina- 
tion protocol as more experience has been gained about the health of Gulf veterans. 
The protocol elicits information about symptoms and exposures, calls the clinician’s 
attention to diseases endemic to the Gulf region, and directs baseline laboratory 
studies including chest X-ray (if one has not been done recently), blood count, uri- 
nalysis, and a set of blood chemistry and enzyme analyses that detect the “bio- 
chemical fingerprints” of certain diseases. In addition to this core laboratory work 
for every veteran undergoing the Persian Gulf program exam, physicians order addi- 
tional tests and specialty consults as they would normally in following a diagnostic 
trail — as symptoms dictate. If a diagnosis is not apparent, facilities follow the “com- 
prehensive clinical evaluation protocol” originally developed for VA’s referral centers 
and now used in VA and military medical centers nationwide. The protocol suggests 
22 additional baseline tests and additional specialty consultations, outlining dozens 
of further diagnostic procedures to be considered, depending on symptoms. 
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RISK FACTORS OF CONCERN TO VETERANS 

Veterans have reported a wide range of factors observed in the Gulf environment 
or speculative risks about which they have voiced concerns. Some are the subject 
of research investigations and none have been ruled out. There appears to be no 
unifying exposure tiiat would account for all unexplained illnesses. Individual veter- 
ans’ exposures and experiences range from ships to desert encampments, and dif- 
ferences in military occupational specialty frequently dictate the kinds of elements 
to which servicemembers are exposed. 

Veteran concerns include exposure to the rubble and dust from exploded shells 
made from depleted uranium (or handling of the shells); the possibility of a yet- 
unconfirmed Iraqi chemical-biolomcal agent; and a nerve agent pre-treatment drug, 
pyridostigmine bromide. Many other ri^ factors also have been rsdsed. In 1991, VA 
initially began to develop tracking mechanisms that matured into the Persian Gulf 
Registry as a direct consequence of early concerns about the environmental influ- 
ence of oil well fires and their smoke and particulate. 

INTERAGENCY COORDINATION AND WHITE HOUSE RESPONSE 

The federal response to the health consequences of Persian Gulf service is being 
led by the Persian Gulf Veterans Coordinating Board composed of the Departments 
of VA, Defense and Health and Human Services. Working groups are collaborating 
in the areas of research, clinical issues and disability compensation. The Board and 
its subgroups are a valuable vehicle for communication between top managers and 
scientists, including a staff office for the Board that follows up on critical issues and 
promotes continuity in agency activities. President Chnton designated VA as the Co- 
ordinating Board’s lead agency. 

In March 1995, President Clinton announced formation of the Presidential Advi- 
sory Committee on Gulf War Veterans’ Illnesses to review and make recommenda- 
tions on: Coordinating Board activities; research, medical examination and treat- 
ment programs; federal outreach; and other issues ranging from risk factors to 
chemical exposure reports. It has been meeting since August 1996 and pubhshed its 
first report Feb. 15, 1996. 


MEDICAL RESEARCH 

• Environmental Hazards Research Centers: Through a vigorous scientific com- 
petition, VA developed mmor focal points for Gulf veteran health studies at three 
medical centers: Boston; East Orange, N.J.; and Portland, Ore. With 14 protocols 
among them, the centers sire conducting a variety of interdisciplinary projects, in- 
cluding some aimed at developing a case definition for an unexplained illness and 
clarification of risk factors. Some protocols involve areas of emerging scientific un- 
derstanding, such as chronic fatigue syndrome or multiple chemical sensitivity, 
while others are evaluating or comparing factors in immunity, psychiatry, pul- 
monary response, neuroendocrinology and other body systems, some at the molecu- 
lar level. 

• Health Survey and Mortality Study. VA’s Environmental Epidemiology Service 
is surveying 15,000 randomly selected Gulf veterans and an equal size control group 
of veterans of the same time period (but who were not deployed) to compare symp- 
toms in veterans and their fsimily members, examining risk factors and providing 
physical examinations for a representative sample to help validate the self-reported 
health data. That office also is engaged in a mortality study, analyzing death certifi- 
cates to determine any patterns of difference in causes of deaths between deceased 
Gulf veterans and matched controls. Preliminary data have suggested the deployed 
veterans have a higher rate of post-war deaths due to accidents and traumatic in- 
jury as opposed to diseases or illness. Further analysis is continuing, with a report 
expected to be sutoitted for publication in a scientific journal later this year. (Inde- 
pendent of the study, VA has learned of 2,900 deaths among deployed veterans, 
which is lower than expected under general U.S. mortality rates.) 

• Exposure-Oriented Studies: Some current VA investigations are examining 
hypotheses of specific potential risks and comparing study subjects with controls 
who did not serve in the Gulf to determine differences in health patterns. A Balti- 
more project is following the health status of individuals who retained tiny embed- 
ded fragments of depleted uranium. A Birmingham, Ala., pilot program offers an ex- 
tensive battery of neurological tests aimed at detecting dysfunction that would be 
expected after exposure to certain chemical weapons. 

• Other Federal and Collaborative Studies: In its second annual report to Con- 
gress in March 1995, VA, on behalf of the Persian Gulf Veterans Coordinating 
Board participating agencies, detailed about 50 Persian Gulf research initiatives, re- 
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views and clinical investigations, many involving VA. For example, VA investigators 
are collaborating with the Naval Mescal Research Center in San Diego in general 
epidemiological studies comparing Gulf veterans and control-group veterans (who 
served elsewhere) to detect differences in symptoms, hospitalizations, and birth out- 
comes in large cohorts of active duty servicemembers. A detailed research working 
plan is aveiilable online at http;//www.dtic.dla.mU/gulflink/varpt via Internet. 

• Outside Reviews: With the Department of Defense (DOD), VA has contracted 
with the National Academy of Sciences (NAS) to review existing scientific and other 
information on the health consequences of Gulf operations. Congress has authorized 
VA and DOD to provide up to $500,000 annually to fund the review. In its first re- 
port issued in Janua^ 1995, a committee of the NAS Institute of Medicine called 
for systematic scientific research, including large epidemiological studies. Its rec- 
ommendations urged greater coordination between federal agencies to prevent un- 
necessary duplication and assure high-priority studies are conducted. 

Another nongovernment expert panel brought together at an NIH technology as- 
sessment workshop in April 1994 examined data and heard from both veterans and 
scientists, concluding that no single or multiple etiology or biological explanation for 
the reported symptoms could be identified and indicating it is impossible at this 
time to establish a single case definition for the health problems of Gulf veterans. 
A copy is available through VA-ONLINE. 

VA DISABILITY COMPENSATION 

On Feb. 3, 1995, VA published a final regulation on compensation pasnnents to 
chronically disabled Persian Gulf veterans with undiagnosed illnesses. The 
undiagnosed illnesses, which must have become manifest either during service in 
or wiDiin two years of leaving the Southwest Asia theater, may fall into 13 cat- 
egories: fatigue; signs or symptoms involving skin; headache; muscle pain; joint 
pain; neurologic signs or symptoms; neuropsychological signs or S3nnptoms; signs or 
S 3 fmptoms involving the respiratory system (upper or lower); sleep disturbances; 
gastrointestinal signs or symptoms; cardiovascular signs or symptoms; abnormal 
weight loss; and menstrual disorders. WhUe these categories represent the signs and 
symptoms frequently noted in VA’s experience to date, other signs and symptoms 
also could qualify for compensation. A disability is considered chronic if it has ex- 
isted for at least six months. For claims considered under this special regulation, 
VA has a 29 percent approval rate among claims where the veteran has dem- 
onstrated symptoms within a required two-year period after leaving the Gulf. 
Among the remaining 71 percent, most are diagnosable conditions treated under 
conventional regulations, while some symptoms fail to meet the 6-month chronicity 
requirement or are found to be related to another known cause. 

Outside of the new regulation, VA has long based monthly compensation for veter- 
ans on finding evidence a condition arose during or was aggravated by service. VA 
has approved 22,694 compensation claims of Gulf veterans for service injuries or ill- 
nesses of all kinds, including 1,033 claims in which the veteran alleged the cause 
was an environmental hazard, and within that group, 421 claims approved under 
the new undiagnosed illnesses regulation. 

Mr. Shays. Thank you, Dr. Garthwaite. 

Do any of you want to just make a point before we start the 
questioning? 

[No response.] 

Mr. Shays. I don’t know if that’s against protocol or not, but we 
do things a little differently. 

Thank you for your gracious comments when we started. I appre- 
ciate it. 

Mr. Towns. 

Mr. Towns. Thank you very much, Mr. Chairman. 

Dr. Garthwaite, let me begin by first asking you, how is this tele- 
phone number advertised? How would people know that it exists? 

Dr. Garthwaite. I think it’s included in ever3ithing that we send 
out or attempt to do in our public service announcements, in our 
pamphlets. It is given to every place we can possibly send it. 

Maybe Susan can respond. 
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Dr. Mather. The veterans service organizations make this num- 
ber available in their literature, their magazines, and things like 
that. 

Mr. Towns. In other words, you put forth a great effort to make 
certain that veterans are aware of this number. 

Dr. Garthwaite. We’ve had, I believe, over 150,000 calls to date. 

Mr. Towns. So they know about it. 

Dr. Garthwaite. A fair number do. 

Mr. Towns. Yes. The President has said that there should be no 
stone left unturned in trying to discover the cause of health prob- 
lems of Persian Gulf vets. Do you believe that you are effectively 
carrying out this mandate? 

Dr. Garthwaite. We’re making every effort we can, within the 
funds available to us, to turn over every stone that’s possible. As 
with any illness for which we as yet do not have a cause or the 
definitive therapy — cancer, heart disease, Alzheimer’s disease, and 
many others — ^it always seems like we could do more. We would al- 
ways like to do more, but we bump against the reality of what’s 
possible with the funding that’s available. 

I would say that we are making every effort to coordinate those 
research endeavors to make sure we get the maximum utilization 
of the dollars we’re given, to pursue funding. We are open to every 
suggestion. We make our research dollars available to all good 
ideas and subject all those to peer review, but we are open to any 
and all suggestions, in terms of research. 

Mr. Towns. So budget cuts might hamper your mandate? 

Dr. Garthwaite. Well, the total amount of research that one can 
do is limited by the number of dollars provided to do it. Most re- 
search is people-intensive and requires appropriate funding. 

Mr. Towns. In our first hearing on this subject, several of the 
veterans testified about the Department of Defense responsibility 
in keeping and forwarding medical records to the VA. Do you be- 
lieve that this is a fair criticism, and, if so, what suggestions would 
you offer to assist in improving record coordination, which seems 
to be a problem, based on some of the comments that were made 
from the witnesses. 

Dr. Garthwaite. I think I will ask Fran to respond. 

Dr. Murphy. Maybe I can help with that. Part of the difficulty 
that the veterans are referring to is the difficulty in keeping good 
medical records in a wartime situation. They were working in a 
combat zone. There were paper records that, alter the conflict, were 
boxed up and sent to warehouses. 

So sometimes, when the veterans come to VA for health care, the 
records from their service during Operation Desert Shield and 
Desert Storm have not been collated with their consolidated health 
record that we would use to provide medical care. And that creates 
some concern and confusion on the part of both the veterans and 
the health care providers. 

The way we approach that, in providing medical care, is that the 
physician would take an exposure history and a medical history, 
the same as you would do for any patient, and document the veter- 
ans’ concerns and their reports about exposure, and then do appro- 
priate diagnostic testing and physical examination based on that. 
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There is a system in place whereby military records are trans- 
ferred from DOD to VA for compensation purposes, and maybe I 
can turn that over to Mr. Kinderman to expand on. 

Mr. Kinderman. Thank you. Mr. Towns, we have a records proc- 
essing center in VA where we receive the records directly from the 
service departments. That’s been in operation for a couple of years, 
and that’s helped a great deal in getting the records. A problem 
that Persian Gulf veterans have had that has not been a problem 
in prior periods is, a lot of reservists were called up. A lot of the 
clinical records of the reservists are back in the Reserve units all 
over the country. 

When we centralized processing of a lot of the Persian Gulf 
claims to four different area processing offices, we call them, four 
regional offices, we first experienced some problems getting those 
records, say, from Philadelphia, for a veteran who lived somewhere 
else on the East Coast and would normally be served by a different 
regional office. 

We adjusted our procedures in order to get full cooperation of the 
local regional office dealing with those local National Guard and 
Reserve units. So we think we’ve got, sort of, that problem under 
control, but it’s still something that requires us to get actively in- 
volved and be persistent in every case. 

Mr. Towns. Thank you very much, Mr. Kinderman. 

Mr. Chairman, should I continue? I see the red light is on. 

Mr. Shays. I’m sorry. There’s no red light. I apologize. 

Mr. Towns. OK. Thank you. 

Mr. Shays. You didn’t see a red light. 

Mr. Towns. Thank you very much. Thank you very much. I ap- 
preciate that. I do have a few more questions. 

Concerns have been expressed that the various research efforts 
into the illnesses of Persian Gulf veterans are taking too much 
time. Can you explain why this is happening? 

Dr. Garthwaite. I think I can explain, from a more generic 
sense, that anytime that you’re suffering from an illness for which 
there’s not a clear diagnostic set of criteria, or for which there’s no 
clear treatment, then research is taking too much time. I think 
that’s true for many diseases that plague mankind. 

And I think that it’s part of the reason that many of us went into 
medicine in the first place, is a hope to be able to help either de- 
liver the known treatments or to find new ones. From my review 
of the research efforts of the VA since I’ve come to Washington, 
about 14 months ago, is that we’re very aggressively pursuing 
every research opportunity we have to find the answers for Persian 
Gulf syndrome. 

So the fact that research is a methodical endeavor, the fact that 
the answers often aren’t obvious, the fact that sometimes it’s more 
luck than anything else that leads us to the dramatic advances in 
medicine, are frustrating when you have an illness for which you 
would like to have help. 

Mr. Towns. What I’m really sort of getting to is that, when I talk 
to veterans, they will say to me, “Look, why don’t you put more 
money in research?” And, of course, what I’m saying to you is, do 
you have sufficient resources to be able to pursue this aggressively? 
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Because if you have more people involved in looking at a problem, 
sometimes that creates some of your luck, you know. 

Dr. Garthwaite. Yes. Well, as a general supporter of biomedical 
research. I’d be happy to think that the Nation feels comfortable 
adding additional dollars to biomedical research, and as someone 
who really cares deeply about finding an answer for Persian Gulf 
illness, I would hope, it would be nice to have additional dollars to 
spend there. 

I think, a couple administrations ago, war was declared on can- 
cer. And although I think there have been improvements, I don’t 
think we can say we have won that war. So resources alone aren’t 
always the final answer for finding all the cures to the maladies 
that plague mankind. 

Mr. Towns. I understand that. But I think that, when I’m asked 
the question, you know — and I really want to sort of like hear an 
answer on your side. They are saying, “Why don’t you take this 
very seriously?” Because, see, they connect you and I, you know, 
not only because I’m a veteran, but they connect us because you’re 
with the Government and I’m with the Government, you know. So 
they sort of tie me into that whether I should be in it or not. 

So when they ask me, “Congressman, why don’t you pursue this 
much more aggressively? You need to have more people involved in 
research. You need to have things going on, because, after all, 
we’ve defended the country. We were out there, and now nobody 
cares about us,” I mean, how do I answer that? That’s a real con- 
cern. If you tell me we have one person somewhere doing it, you 
know, but is that sufficient, though? Do you know what I’m saying? 

Dr. Garthwaite. Yes. I think my simple answer is, we would 
love to have additional resources to turn to this. 

Mr. Towns. OK. In other words, really, I should be very careful 
when I answer that question; is that what you’re saying to me? 
That I should say, you know, “Let me talk to them again.” I mean. 
I’m not sure what you’re saying here. Are you saying that you need 
more resources? 

I know you’re saying, “If we had it, we could use it,” which is not 
quite an answer for me. Because I need to have something solid to 
say to these veterans out here that are coming to my office asking 
very specific questions on “What should we do?,” you know. 

Mr. Shays. See, he’s trying to get you in trouble. 

Dr. Garthwaite. I think I’m simply trying to say that more 
money doesn’t guarantee jm answer, but the more research we do, 
the more we learn, the closer we come to answers. I think that has 
been true over the past 20 or 30 years in medicine. We know more 
and we have better techniques than we’ve ever had to answer sci- 
entific questions. 

But the answer to Persian Gulf illness may come from funding 
microbiological research on plants or something. I mean, the his- 
tory of science is that a lot of the very great advances and under- 
standings are often unrelated to the actual designed studies. I 
think we need to do both. 

Mr. Shays. If the gentleman would yield a second. 

Mr. Towns. I would be glad to yield. 

Mr. Shays. We both are coming from the same direction on this. 
We need to be certain that you have all the direct resources you 
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need to do what we’re asking you to do, and we have to be sure 
that we’re not being hypocrites, complaining that you’re not doing 
something that we haven’t given you the resources to do. 

Both Mr. Towns and I want to help focus the attention of both 
DOD and the Department of Veterans Affairs on medical research, 
as best you can and we can. We also want to provide a greater 
sense of urgency than we think exists to deal with the existing 
complaints the veterans have, whether or not we establish it as re- 
lated to the Gulf war. And we need to be sure that you have the 
resources to do it. 

So we’re going to make a request that you tell us if you have the 
resources you need, in writing, and if you don’t have what you 
need, and maybe give us levels. I mean, this is level one, level two, 
level three. Then we, collectively, on a bipartisan basis, will go to 
our colleagues to ask that, if you don’t have certain things, that 
you get them. 

Dr. Garthwaite. I hear what you’re saying. 

Mr. Shays. Obviously, you have to be responsible in that request. 
But that will give you time to work out, with 0MB and others in 
your department, what you may need to do before answering the 
question. We don’t want to be throwing stones if you don’t have the 
ability to catch them. 

Dr. Garthwaite. I hear what you’re saying. Maybe Dr. Gerrity 
has a point, also. 

Mr. Shays. So you’re going to followup on that? 

Dr. Garthwaite. We will. 

Mr. Shays. Thank you. 

Dr. Gerrity. Mr. Shays, the Medical Research Service is one of 
the three research services of the Office of Research and Develop- 
ment in the Department of Veterans Affairs. The cornerstone of re- 
search in the Medical Research Service is, as Dr. Garthwaite indi- 
cated, investigator-initiated research. We support approximately 
4,000 scientists across a very wide range of disciplines within that 
Itesearch Service. These are scientists who share both academic as 
well as VA affiliations. 

We invite these researchers to submit proposals to tackle some 
of the most difficult questions facing the health problems of veter- 
ans, not just Persian Gulf illnesses. So we have certainly very im- 
portant and viable mechanisms in place to invite investigators to 
come in. 

In addition to that, though, we have directed efforts in research. 
For example, the Medical Research Service initiated three major 
environmental hazards research centers through a directed request 
for applications over 2 years ago, and they have been up and run- 
ning and are now beginning to produce research results. 

So we feel that we are very concerned that we are, as President 
Clinton said, leaving no stone unturned. Part of doing that is rest- 
ing our research on this foundation of investigator-initiated, peer- 
reviewed research, which has been endorsed over and over again 
as the right way to address the health needs of both our citizens 
as well as the world community. 

Dr. Garthwaite. We will respond in writing. I will say that, at 
the current time, I think we’re funding 15 percent of the ideas that 
are sent to us and the grants that are sent to us. We wouldn’t 
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judge the remaining 85 percent as worthy of funding, in terms of 
their scientific quality, but there’s a fair amount of ifference be- 
tween those that are qualified and those that we can actually fund. 

So that will give you some sense of the desire in the community 
to perform research and the ideas that are coming forward. We try 
to rate those and rank them, with the scientists, to do the best 
ones and the most Ukely to 3 deld fruit. But at the current time 
we’re funding about 15 percent of those submitted. 

Mr. Towns. Let me just say, I’m not here to bash. I mean, really, 
I want you to know that. I’m not. But I’m here to try to see if we 
can’t get some answers. And maybe there are some things that we 
need to do on this side, as well, and I’m prepared to do that. Be- 
cause when I look at those veterans out there, and when they come 
and ask questions, you know, I think that we need to be able to 
say something to them. 

On that note, what about the coordination between other Federal 
agencies, how are you doing with that, others that are involved in 
research? One thing I’ve foimd with agencies is that coordination 
sometimes can be a serious problem, not only in your agency, but 
even in law enforcement. I’ve heard where one agency locked up 
another agency’s person who was working on the same case. And 
the police department, I mean, I’ve heard all kinds of stories. So 
I know coordination can be a problem. How are you doing, in terms 
of coordination? 

Dr. Garthwaite. I think that there may have been an issue 
early on with that, but I think that we’re doing well with the Per- 
sian Gulf Interagency Coimcil and research working groups. They 
meet on a re^lar basis and compare notes, and plan, and 
strategize together. I haven’t gone to those meetings, but I think 
maybe others would comment. I think that, over the last couple of 
years, certainly the last year, the coordination has been markedly 
improved and quite good. 

Dr. Gerrity. Yes. The VA has been designated by President 
Clinton as being the lead Federal agency for coordination of the 
Federal research effort. VA chairs the research working group that 
Dr. Garthwaite referred to. This working group meets on a monthly 
basis to discuss a variety of issues related to research in the pri- 
mary departments of concern, and that’s DOD, VA, and HHS. 

We also maintain a data base of research projects that are either 
sponsored by or conducted by Federal departments. We work very, 
very hard to ensure that that data base is as complete as possible. 
We recognize that there may be some imperfections, but we feel 
that we have captured, in that data base, the vast majority of re- 
search that is going on in the Federal sector. But it isn’t just a 
matter of capturing that data, it’s also doing the active coordina- 
tion of the research, which does go on through the research work- 
ing group. 

Mr. Towns. But you do feel there’s cooperation coming from the 
other agencies? 

Dr. Gerrity. Absolutely. I would say that this is, in my experi- 
ence in working in the Federal Government, an unprecedented de- 
gree of cooperation among departments on this particular issue. 

Mr. Towns. I’m going to ask two more questions, Mr. Chairman, 
and then I will yield back. 
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It is my understanding that some veterans are helped by treat- 
ment provided by private physicians. Can you tell us whether the 
VA incorporates new or innovative treatments by private doctors 
into the VA system? 

Dr. Garthwaite. Yes. We look at everything that we can find 
that’s available on Persian Gulf. Much of that information comes 
from published studies, but we’ve become aware of anecdotal infor- 
mation from veterans who have been helped, by a variety of means, 
letters, telephone calls, press clippings, and so forth, and have 
made an honest attempt to investigate everything that has been 
put forward, met with many of the investigators who have used 
nonconventional or even perhaps yet unproven treatments, and 
tried to put some scientific background to them. 

I mean, there is a fine line that confronts all clinicians when 
they have a disease that shows some evidence, perhaps, of an infec- 
tious etiology, of using antibiotics on an empiric basis, because the 
antibiotics are approved for other conditions but not for the par- 
ticular one you are treating. And most State laws give you the li- 
cense to do some of that. It’s often an individual judgment. 

Where we have to look carefully, I think, is in providing the good 
scientific basis. This committee and others have criticized the mili- 
tary for their use of physostigmine in the Persian Gulf experience, 
for a condition it may or may not have been approved for. We have 
to be careful not to get into that same situation. We must make 
sure that we have sound scientific evidence, and the FDA has to 
be involved, before we can find treatments that are given the seal 
of approval. 

But we should be looking carefully, and we are, I believe, looking 
at the research opportunities with regard to those kinds of treat- 
ments. 

Mr. Towns. Thank you very much. 

Thank you, Mr. Chairman, for your generosity. I yield back. 

Mr. Shays. Thank you. The gentleman may have more time 
afterwards, when I’m done. 

Mr. Towns. 'Thank you. 

Mr. Shays. I have a number of questions. Does the VA accept 
that the Persian Gulf wsir veterans’ health problems are real and 
might very well be a consequence of the Gulf war? 

Dr. Garthwaite. Yes. 

Mr. Shays. What kind of feedback have you received? Can you 
give us a description of the kind of feedback you’ve received from 
Persian Gulf veterans? What kind of feedback are you getting from 
them, in terms of their feelings about the job the department is 
doing? 

Dr. Garthwaite. I think they are quite variable. Some vetersms, 
I believe, have some significant issues. I had the opportunity to lis- 
ten to a variety of those during a town hall meeting in the evening, 
in Baltimore, a few months ago. Dr. Murphy has done many of 
those meetings, and maybe I will let her kind of just summarize 
some of the concerns they still have. 

Mr. Shays. That would be helpful. 

Dr. Garthwaite. But we are attempting to get out and to listen 
very carefully to them. 
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Mr. Shays. Well, I have a sense of what they are telling me. I 
just want to know if you’re getting the same message. 

Dr. Garthwaite. Sure. 

Dr. Murphy. I think I have the honor of being the only person 
sitting at the table who has actually treated and cared for Persian 
Gulf veterans. I began my involvement in Persian Gulf veterans’ 
illnesses as the director of the DC VA Referral Center for Persian 
Gulf veterans and had the opportunity, on a daily basis, to interact 
with veterans and hear about their concerns, to try to provide the 
best medical care and treatment for them. 

Many of them expressed their gratitude to the VA, because, in 
fact, the majority of veterans do go away with a diagnosis and 
treatment for those diagnoses. We recognize that there are some 
very vocal critics of the VA, and we hear their concerns and we 
take them to heart. And we have altered our programs, begun 
quality control programs based on the kinds of difficulties we have 
heard that veterans and their families have had with the VA re- 
sponding to their needs. 

We are concerned about the timeliness of the VA response, access 
of veterans to care, and the quality of that care. We have designed 
programs and continue to improve our programs to try to take 
those concerns into consideration. We have, for instance, put into 
place a number of performance measures that allow us to track 
when the next available appointment is for Persian Gulf Registry 
examinations. Our centers report in, on a bimonthly basis, allowing 
us to monitor how well we’re addressing the varying demand for 
those registry examinations. 

I would be happy to expand on any particular issue that you are 
concerned about related to the veterans. 

Mr. Shays. What is the primary complaint you receive from Per- 
sian Gulf veterans in terms of the response of the VA? 

Dr. Murphy. The largest concern that I hear from veterans relat- 
ed to the VA’s response is the VA’s inability — or the medical com- 
munity at large — inability to define a cause for their symptoms. 
They want to know why they are sick and how they can get well. 
Unfortunately, at this point, for some veterans, we’re not able to 
give them those answers. 

Mr. Shays. Well, isn’t the first complaint that sometimes they 
don’t feel that you’ve even diagnosed their illness? So, I mean, their 
first complaint is, one, not that they want to know the cause, but 
they want to know what their problem is that needs to be treated. 

Dr. Murphy. But, in fact, in the majority of veterans’ cases, we 
can provide a diagnosis. 

Mr. Shays. So you can. 

Dr. Murphy. 'There are about 25 to 30 percent who go away 
without a clear-cut diagnosis for their conditions. 

Mr. Shays. Isn’t that a particularly high number? 

Dr. Murphy. You know, I would hesitate to compare this popu- 
lation with the general U.S. population. But if you look at primary 
care clinics and general practice nationwide, there are probably 
about 25 to 30 percent of symptoms that don’t get diagnosed in 
those patient populations also. 
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Mr. Shays. But then they go somewhere else. Where does a vet- 
eran go? When you can’t diagnose their symptoms, where do they 
go? 

Dr. Murphy. We have a referral mechanism. At the smaller VA 
Medical Centers, they can refer to their regional center for further 
diagnostic evaluation. And if the tertiary care medical centers in 
their locality cannot provide a diagnosis and effective treatment, 
we have four referral centers set up nationwide: at Washington, 
DC; Birmingham, AL; Houston; and West LA. 

Mr. Shays. And then you pay to send them there? 

Dr. Murphy. Yes, we do. We provide transportation. 

Mr. Shays. So would it be your testimony that any veteran who 
you can’t diagnose would be given the opportunity to go to one of 
those four centers? 

Dr. Murphy. If a veteran has a difficult-to-diagnose condition or 
a condition that has not responded to treatment, their physician 
may make a referral to any of those four referral centers for fur- 
ther evaluation and treatment. 'That is correct. 

Mr. Shays. And you pay the cost of the physician? You’re talking 
about their own — let me get this straight. They come to the VA to 
be diagnosed; 25 to 30 percent do not get a diagnosis. I mean, you 
just don’t know what their problem is. Then what do you do? Do 
you send them to their own private caregiver, send them there; is 
that what you do? 

Dr. Murphy. No. We continue to provide medical care within the 
VA system, if that’s what they choose. 

Mr. Shays. I’ll tell you why I’m confused. So you need to 
straighten this out. I’m confused because you gave the implication 
is that they aren’t getting to one of those four sites unless one of 
their own physician suggests that they go there. 

Dr. Murphy. I was referring to a VA physician. 

Mr. Shays. OK. So I just want to know what your testimony is. 
If the veteran coming to you does not know what his or her prob- 
lem is, and you don’t know what his or her problem is, are they 
sent to one of these four sites? 

Dr. Murphy. If that is a necessary part of their medical care. 

Mr. Shays. I don’t understand that. The problem to the veteran 
is that they are sick. 

Dr. Garthwaite. I think maybe there is some evidence. 

Mr. Shays. I’m not trying to put you on the spot. I’m trying to 
understand this. 

Dr. Murphy. I think maybe the misunderstanding is that, in 
many cases, these are nonspecific symptoms that may not receive 
a diagnosis at a private medical clinic, at a DOD facility, or at a 
VA facility. 

Mr. Shays. Now, “private medical clinic” is their own doctor. 

Dr. Murphy. Their own physician. 

Mr. Shays. OK. 

Dr. Murphy. You know, it’s not uncommon for most of us to have 
symptoms that don’t result in a characteristic set of physical signs 
and diagnostic tests that allow us to make a diagnosis. 

Mr. Shays. It just strikes me that 25 to 30 percent is a very 
large number. 
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Dr. Murphy. Actually, it’s not. Many people in this country com- 
plain of fatigue and headaches and joint pains. I think, if we asked 
the people in this room, many of us have had those s 3 miptoms at 
some time or another. 

Mr. Shays. OK. Let’s accept that. 

Dr. Murphy. If you go to a physician, they will provide sympto- 
matic treatment for those conditions. 

Mr. Shays. So your basic testimony would be that this 25 to 30 
percent is not much different than what it would be for the so- 
called “private world”? 

Dr. Murphy. We’re looking at prevalence of s 5 rmptoms, through 
scientific studies, and comparing them to a population of non- 
deployed veterans to try to get a better understanding of whether 
Persian Gulf veterans, as compared to other healthy military popu- 
lations, have a higher rate of these s 3 miptoms. 

Mr. Shays. I’m not sure if that’s a yes or a no. 

Dr. Garthwaite. I think she’s trying to answer from a statistical 
standpoint. 

Mr. Shays. Yes. 

Dr. Garthwaite. As practicing physicians, it’s not uncommon 
that you don’t come up with a clear answer or you don’t feel that 
the severity of the symptoms warrants referral to a specialist, 
doing fancy tests, and so forth. It’s of interest, in the registry exam, 
even those with sjmiptoms, a significant portion of those 23 percent 
who have symptoms and undiagnosed illness, still rate their health 
overall as fairly good. 

Mr. Shays. I thought it was 25 to 30 percent. Are you saying 23 
percent? Is it 25 to 30 percent? 

Dr. Garthwaite. I think that’s correct. 

Mr. Shays. So it’s 23 percent. I was saying 25 to 30. If I say 
something wrong, correct me. 

I misunderstood you. I thought you said. Dr. Murphy, 25 to 30 
percent. 

Dr. Murphy. It depends on which population you look at. If you 
look at the registry population, 77 percent go away with a diag- 
nosis; 23 percent have symptoms but no diagnosis. If you look at 
the super-selected population that go to the VA referral centers, 
the percentage becomes slightly higher, up to 30 percent of individ- 
uals who come to that setting. So I gave you a range, trying not 
to mislead. 

Mr. Shays. Yes. Because I asked you those people who come to 
the department to be examined. What was your point? 

Dr. Garthwaite. Even of those who have symptoms and yet no 
diagnosis, some of those rate their overall health as being good or 
fairly good. They have sjonptoms. They are concerned about the 
long-term effects. They are concerned about the effects on their 
family. They are concerned about a variety of things with Persian 
Gulf illness. They are not incapacitated by it, but they don’t feel 
extremely well. TTiose may be patients that are elected to follow for 
a period of time. They are not interested in pursuing a diagnosis; 
others may be. 

The options, I think, are, for a VA physician who does the initial 
exam, try to make a diagnosis. If you can make it, try to treat it. 
If you can’t make a diagnosis, ask for help. I think that’s what all 
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physicians, hopefully, are trained to do, and most do on a regular 
basis. The initial phase of asking for help may be to try to find spe- 
cialists locally at another VA. 

Mr. Shays. It seems logical to me, but the disadvantage is I’m 
not a doctor. The advantage is, though, that I’m just trying to think 
like a normal person would think, ji^d it would seem logical to me 
that, if you have a number of veterans who are pretty determined 
that they are not well, and you all don’t get it, and you have — 
what’s the total number of facilities that they could go — come in to 
be examined, around the country, approximately? 

Dr. Garthwaite. We have 173 hospitals. 

Mr. Shays. Right. Plus some clinics, and so on. 

Dr. Garthwaite. A lot of clinics; right. 

Mr. Shays. So, you’ve got 173 different ways of looking at it. You 
would like to have one set of protocols, and so on, and everybody 
be consistent. It’s logical and it’s comforting to know that there are 
these four centers. But it would seem to me that someone who is 
convinced that they are not well should have the right to go to one 
of these facilities. So I want to get a sense of what determines who 
gets to go. 

And I would see the advantage of these facilities is that you have 
people who see the same kind of — potentially, the same kinds of 
problems. They deal with the same kinds of frustrations. They 
would be, potentially, a little more sympathetic and a little more 
understan^ng in how they get at both the mental and physical 
needs of these individuals. 

Dr. Garthwaite. Let me just try a couple of things and see if 
they help. I think one of the things is that we’re trying to do is 
quality measurement, so we try to assess the quality at each indi- 
vidual place. We have picked out individuals to coor^nate who are 
sort of the lead individuals, physicians. 

Mr. Shays. In each hospital? 

Dr. Garthwaite. Yes, for each hospital, for Persian Gulf illness, 
so we can communicate with them better; hopefully, increase their 
basic knowledge so that they become aware of all the other referral 
possibilities. 

There probably will be an occasional person who feels that they 
would like more of an answer, and our only hope of reaching those 
is to encourage them to cMl, or to do more surveys. 

Mr. Shays. What’s the gate that gets someone in one of these 
four facilities? 

Dr. Garthwaite. A referral from another VA, largely. 

Mr. Shays. And what determines how each VA is going to decide 
who goes to one of those four facilities? 

Dr. Mather. I think that has a lot of different aspects, but the 
patient is a partner in the diagnosis and treatment of these ill- 
nesses. And I think the patient also helps decide how far, at this 
point in time, he or she wants to go with the workup. Sometimes 
they choose to try symptomatic treatment for a while and see what 
that does. They can always come back and change their minds. To 
go far away from home and to have to be hospitalized, and most 
of these intensive workups do require approximately 2 weeks in the 
hospital, this may not be a commitment that the veteran is ready 
to make. 
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Mr. Shays. Well, let me be clear on this point, because we will 
have veterans afterwards who are going to come up to us, and they 
are going to tell us things. I wonder if what they are going to tell 
me is, “I wasn’t well, and I was given the opportunity to go.” I want 
to know how you decide who you extend this invitation to. 

Dr. Murphy. If a VA physician has a patient, a veteran, who has 
an undiagnosed illness or someone they feel needs further evalua- 
tion or a second opinion, they, in consultation with that veteran, 
will offer them the opportunity, in many cases, to go to one of these 
referral centers. The physician providing the care for that veteran 
then contacts the director, the physician-director, of the Persian 
Gulf referral center in their region, and they exchange medical 
records, plan a workup, and arrange for an evaluation at the ap- 
propriate referral center. 

So the mechanism is to try to use the registry examination and 
the uniform case assessment protocol to make a diagnosis locally. 
If that does not happen, and the veteran wishes to pursue further 
evaluation, which, again, requires the time commitment on their 
part, the referral gets made. 

Mr. Shays. I know. But some of these people are very sick peo- 
ple, who are not well, not happy, not able to get any work done. 
So I have personally been in contact with a number of these indi- 
viduals. It would be interesting for me to go back and ask this 
question. If I asked this question, what do you think the answer 
would be? “Were you given the opportunity to go to one of these 
referral centers?” What do you think their answer would be? We’re 
going to get them back here. What do you think their answer 
would be? 

Dr. Murphy. It’s hard for me to predict, but I would suspect that 
memy of them have been offered that opportunity. 

Mr. Shays. OK. 

Dr. Garthwaite. If they haven’t been offered that opportunity, 
and they have those concerns and would like that opportunity, we 
would encourage you to have them contact us or for you to contact 
us, and we will get in contact with them and try to arrange for 
that. 

Mr. Shays. So would it be fair to say that anyone who did not 
get a diagnosis — they were not able to get one — would have the in- 
herent right to make this request, and it would be more than likely 
that it would be accepted? 

Dr. Murphy. Yes. 

Dr. Garthwaite. I think that’s fair, yes. 

Mr. Shays. OK. But you’re not able to say, categorically, that ev- 
eryone who is in that circumstance has been offered that? I’m not 
trying to pin you down. 

Dr. Murphy. In fact, I would say no. 

Dr. Garthwaite. I would probably say it probably hasn’t been of- 
fered to everyone, but there may be reasons. 

Mr. Shays. There’s no written statement that you have, no proto- 
col, that basically says, if you can’t diagnose it, give them the op- 
portunity, as a veteran, to go to these facilities. TTiere’s nothing in 
writing, no direction. 

Dr. Murphy. The program manual for the Persian Gulf health 
examination program has a stipulation that, if the physician feels 
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that the veteran has an undiagnosed illness, they should then go 
on to phase two, or the uniform case assessment, a protocol exam- 
ination. 

Mr. Shays. Phase two doesn’t necessarily mean being referred. 

Dr. Murphy. That could be done at any tertiary care center or 
any VA Medical Center, nationwide. And the goal is to provide care 
locally as much as possible, to decrease the inconvenience, and also 
to have continuity. 

Mr. Shays. No. But, see, the problem I have with that is, the 
reason why you have these centers, it seems to me, is that you’re 
trying to really focus just on the Persian Gulf veterans and the fact 
that many of us suspect that their problems may be somewhat 
unique. 

I’m surprised, in your statement. Dr. Garthwaite, that there are 
only 300 that have been referred. That seems like a very small 
number to me. 

Dr. Murphy. But we have large medical centers that are tertiary 
care centers that are highly university-affiliated, that have aca- 
demic physicians, at numerous sites around the country. And the 
referral center exam, the protocol exam can be done at any of those 
medical centers, and it often is accomplished at that level. 

Mr. Shays. I don’t mean to beat this to death, but I’m going to 
make sure that I do it enough so I don’t have to come back to it. 
What is the purpose, then, of these four facilities? If we’ve got 
other places, then what is the purpose of these four facilities? 

Dr. Mather. I think there are several purposes. One is that, for 
some veterans, to actually have a time in the hospital where you 
can intensively look at them would be a benefit. It’s not a benefit 
for everyone. Many of these examinations can be done on an out- 
patient basis. But for some, there is a value to putting them in the 
hospital, what in the old days they used to call “for observation.” 
It’s a very directed period of time, very intense period of time, and 
it allows them to be seen by people who are interested and who do 
have experience. It’s a second opinion, in many cases. 

They were set up at a time when not every hospital was fully up 
and running, as far as doing the imiform case assessment. We’ve 
continued them because there is a value in this inpatient, this hav- 
ing an observation from new physicians who haven’t seen the pa- 
tient. 

Mr. Shays. What I hear you saying. Dr. Mather, is that these fa- 
cilities were set up not necessarily to have just four places where 
you would just focus on Gulf war veterans’ illnesses, but that you 
had areas in the country where you couldn’t give the service, so you 
at least made sure they could be sent there. Plus, you do see the 
advantage. 

Dr. Mather. There are advantages to having these centralized 
places and disadvantages. I think we’ve chosen to continue them — 
and, in fact, originally we had three; we have added a fourth one — 
because they are valuable. But I don’t think anybody should get 
the impression that you’re getting something different when you’re 
going to a referral center. You’re getting a more concentrated ap- 
proach, and you’re getting a focused examination. 

Mr. Shays. This is what Dr. Garthwaite said in his testimony. 
He said, “The expertise developed in the referral centers has re- 
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suited in diagnosis and treatment of many veterans with previously 
unexplained illnesses.” 

Dr. Mather. Exactly. As we said, about 70 percent of those who 
go to the referral centers do end up with a diagnosis. Sometimes 
it’s a confirmation of a diagnosis that was suspected at the local 
center. 

Mr. Shays. What I’m going to do is — I don’t know if there are 
any veterans — I think there may be one or two in this audience. 
If you feel like your illness has not been diagnosed just speak to 
some of the staff behind me so that I could just pursue this point. 

I’m sorry to put you through this process of where we have to 
go vote, but we’re voting on a rule, and there are two votes. I sus- 
pect that we will be back in the next 15 minutes. But if you’re back 
by 25 after, we will be fine. 

Dr. Garthwaite. No problem. 

Mr. Shays. We will recess for that. 

[Recess.] 

Mr. Shays. I call this hearing to order again. Thank you for your 
patience. 

We didn’t have anyone who came up to us, attending this hear- 
ing. We had some who came up and made some other comments 
but nothing regarding this issue of referral to one of the four cen- 
ters. 

But one of the inferences that has been made, one of the claims 
that has been made is that, in the past — not now — in the past, 
early on, people in the department, in the hospitals, were not en- 
couraged to diagnose an illness that they could call an illness relat- 
ed to the Gulf war. It could be an illness, but not related to the 
Gulf war. That, I think, is changing, at least I hope it is. 

The reason I asked about feedback was, we’ve had a lot of people 
giving us complaints that when they go into one facility they are 
treated one way; when they go to another facility, they are treated 
another way. We’ve had some who have said that they still are get- 
ting a reaction from some who examine them that it is more psy- 
chological than physical. 

What I’ve learned so far from this hearing is that these four cen- 
ters were basically established, first and foremost, to be a facility 
someone could go to to get a diagnosis, not necessarily that you 
were going to try to specialize in these four centers 2 md that this 
would be the gravity to which everything would be attracted, but 
that there are some benefits, obviously, if all they do is focus in on 
undiagnosed illnesses from Gulf war veterans. 

Do you agree with this and what the consequences are if it’s 
true? Dr. Garthwaite, is it true that a lot of veterans were sent to 
the Persian Gulf without a physical before they were sent? 

Dr. Garthwaite. I have no personal knowledge. 

Mr. Shays. Do you know from any of your dealings with DOD? 

Dr. Murphy, you were at our other hearing, and you know that 
to be the fact. 

Dr. Murphy. I believe that the DOD has provided testimony to 
that effect. I think that the specifics of that should be referred back 
to them, or, if you would like, we can get the information and pro- 
vide it to you in writing. 
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Mr. Shays. Is it true that some veterans completed their service 
in the Persian Gulf and were not given physicals? 

Dr. Murphy. We have certjunly heard from veterans that, upon 
returning from the Persian Gulf, they did not receive a physical ex- 
amination. They were, in many cases, offered the exam, and if they 
chose to go home without it, they were allowed to do that. 

Mr. Shays. OK. It would seem to me that, one, you would have 
a really good handle on both of those facts, not something you 
would even wonder about. Because what is the significance of not 
having a physical before and after? What does that say about your 
job? 

Dr. Garthwaite. In a sense, our job is to deal with the veterans, 
those who have been discharged from the service smd when we pick 
them up. We believe that there should be better coordination be- 
tween the military and the Department of Veterans Affairs in 
terms of that transition from being in active military and being a 
veteran. So we actually have some pilot studies that the discharge 
physical from the military, in a sense, is an initial physical for the 
Department of Veterans Affairs. And we hope to expand that pro- 
gram. We’re working with DOD to do that. 

Mr. Shays. It seems to me this is really a no-brainer. You don’t 
know if they went into the Gulf war with an illness, and that 
would certainly be helpful. And you don’t know if, immediately 
after, they left with an illness that they didn’t have before. 

Dr. Garthwaite. Correct. I mean, we don’t perform those exanis 
or set that policy, but certainly it makes common sense that it 
would be very helpful to know the physical state of everyone and 
their readiness for combat. 

Dr. Murphy. In many cases, those examinations were not done 
by DOD prior to deployment to the Persian Gulf, nor were all the 
troops provided a physical examination on returning. We’ve heard 
that. 

Mr. Shays. Do you know if there’s a protocol that basically says 
that that should be done? 

Dr. Murphy. The Department of Defense has developed a new 
medical surveillance program for deploying troops which enhances 
and improves their ability to provide examinations prior to deploy- 
ment, better medical surveillance for environmental and other ex- 
posures during deployment, and better followup and post- 
deployment examinations. So they recognize that there were dif- 
ficulties with the way they dealt with those issues in Operation 
Desert Shield and Desert Storm and have proposed mechanisms to 
allow for better approaches in the future. 

Mr. Shays. I would think that your department would also be — 
it’s good that they are doing that, but I would think your depart- 
ment — ^to me this is kind of a no-brainer that your department 
would be recommending that this happen, and that they are mak- 
ing your job a hell of a lot more difficult by their not doing that. 

Dr. Murphy. We have done that. We have ongoing discussions. 

Mr. Shays. Can you supply the committee with any documenta- 
tion where you’ve done that? 

Dr. Murphy. Yes. 

Dr. Garthwaite. Sure. 'That’s actually part of our — we have a re- 
inventing government initiative that we’re working with the De- 
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partment of Defense on, on sharing of a variety of things and 
where we can work together more collaboratively in the future. 
And planning for the medical consequences of war is amongst those 
initiatives. 

Mr. Shays. Now, we have a circumstance where some medical 
records are lost, they are just literally lost or they are just very in- 
complete. How does that impact the research that you do, the medi- 
cal research that you do? 

Dr. Murphy. In some respects, it makes quality epidemiologic 
studies very difficult to design. One of the aspects that we need to 
look at in doing research is what exposures are associated with out- 
comes, health consequences. And if we don’t have a good measure 
or documentation of exposure, it makes the kinds of conclusions 
that we can draw limited. 

Mr. Shays. What’s the challenge for the veteran when this hap- 
pens? 

Dr. Garthwaite. It should not interfere with our ability to either 
compensate the veteran or to give them health care, unless infor- 
mation is of clinical importance. For the most part, much of that 
clinically important stuff can be reconstructed. But that’s always 
an issue with a missing medical record. 

Mr. Shays. Is the presumption with the veteran, or is it with the 
Government, that they don’t have an illness and that the Govern- 
ment isn’t responsible? 

Dr. Garthwaite. Quentin. 

Mr. Kinderman. Very often — I might say, Mr. Chairman, that 
there is — in the absence of an induction exam, there’s a presump- 
tion of soundness, going on active duty. 

Mr. Shays. No. The presumption is — ^the veteran has to prove 
that they are not well, not the other way around. 

Mr. Kinderman. Yes. 

Mr. Shays. So when the department loses records, how the heck 
are they able to — I mean, that’s a gigantic disadvantage for that 
veteran. 

Mr. Kinderman. Well, veiy often, it depends on when he files his 
claim. If he files his claim at separation or shortly thereafter, we 
would set up an examination for him, and very often we would be 
able to discover the cause of the disability very close to the exit of 
service, and we could assume that that happened on service. 

Very often, though, disabilities that appear years later are ad- 
dressed in other ways. It’s a 2-year presumption for service connec- 
tion for Persian Gulf veterans leaving the Persian Gulf, for 
undiagnosed illnesses. And other conditions have presumptions, as 
well, to address that lack of evidence, very often. 

The lack of a separation exam might be remedied by the fact that 
we had in-service clinical records. 

Mr. Shays. Can you move the mike just up a little? It’s down a 
little too low. 

Mr. Kinderman. Yes, sir. 

Mr. Shays. Thank you. 

Mr. Kinderman. Even if we didn’t have a separation exam — and 
we are very serious about getting separation exams and working 
with DOD on that — ^we may have a clinical record of treatment on 
the veteran, while he was on active duty, that would be useful. 
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Mr. Shays. I want to talk about the registry, and Fm just going 
to jump back to one issue. Fm still trying to wrestle with the uni- 
formity and the protocols that you use. We have too many veterans 
who feel that there is a bias toward the illness being psychological. 
Do you have a docmnent that the committee can see, or do we have 
a document that I should be asking for, that makes it very clear 
what the protocols are when someone comes in? 

Dr. Garthwaite. My understanding is that we have provided the 
standard protocol to the committee. 1 have some extra copies with 
me and would be happy to give you those. 

Mr. Shays. I guess what I wanted to do is, we have too many 
people who suggest that there is just a bias toward the psycho- 
logical. And I guess Fm interested to know, do you have anything 
that specifically addresses that issue? 

Dr. Murphy. I heUeve we do. We have provided you some of the 
documentation from the data that we have obtained through the 
registry examination program. And you will see that, from the di- 
agnoses that are made hy VA physicians, from the registry exam- 
ination program, that about 14 percent of Persian Gulf veterans 
who come into a VA hospital and get the registry examination are 
given a mental diseases diagnostic category diagnosis. That could 
include anxiety, depression, PTSD, or other conditions. But that’s 
a relatively smsill number of the total diagnosed conditions. 

That doesn’t negate the importance to the individual veteran who 
is suffering from a mental illness or a disorder that might be relat- 
ed to wartime stress. The pain and the suffering is just as real for 
people suffering from psychological conditions as it is from a condi- 
tion that stems from a physical disorder. 

Mr. Shays. But some feel that the department focuses on psycho- 
logical illnesses, and it is very frustrating for them to hear, “Well, 
you have a psychological problem.” 

Dr. Murphy. And I think the record shows that, in fact, VA phy- 
sicians, in large part, don’t focus on that. 

Mr. Shays. We have too many veterans who have been in contact 
with this committee that would disagree, and too many organiza- 
tions that gave testimony at the last hearing — ^you were at the first 
hearing. You heard testimony from individuals that would suggest 
that there’s too much of a focus on the psychological. 

Let me just get into the whole issue of the participation in the 
registry program. I need to just get a sense of how significant the 
program is. It really is an opportunity for me to suggest to you why 
I have been a little frustrated. 

But on question No. 9, we said, “Please indicate the total number 
and nature of claims filed by veterans of the Persian Gulf war who 
have alleged that they contracted their illness or disease during 
service, including service-connected disability claims as well as 
death claims. Please include information by age, gender, unit as- 
signment, and all medical conditions listed in the claims.” 

Now, that’s a fairly comprehensive question, but it struck me as 
not unreasonable. You responded to question 9, but then the de- 
partment said, “We do not maintain statistics by age, gender, unit 
assignment, and claimed medical conditions,” which is surprising to 
me. Then we got another response that said you could get this in- 
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formation but it would cost money that you don’t have available, 
that it would be laborious, and so on. 

This gets me to the whole issue of what is in this registry? You 
have 54,000 individuals who are in this registry; correct? You say, 
“Part of a larger Persian Gulf registry, which includes 180,000 Gulf 
veterans who have used a variety of other VA health services.” 

What’s the difference between the two? 

Dr. Garthwaite. Dr. Mather. 

Dr. Mather. OK. I think there is some understandable confusion 
between what the registry is — ^there are two components to the reg- 
istry, and those components are not related to the disability claims 
process. 

The registry examination program is the one that was set up in 
1991-92 that was designed as a clinical program to make it easier 
for Persian Gulf veterans to access VA he^th care, unrelated to 
whether their problems or their conditions are service-connected. 
They come in, they get a physical examination, and we collect cer- 
tain data from those physical examinations as a sort of operational 
tool. It’s not a research tool; it’s a clinical operational tool. 

Mr. Shays. May I interrupt? Can you give me the simple an- 
swer? What’s the difference between the 180,000 and the 54,000? 

Dr. Mather. 'The 180,000 are all the people who have come to 
the VA for health care who not necessarily have had an examina- 
tion. 

Mr. Shays. They are all Persian Gulf? 

Dr. Mather. Yes. Yes. But they may be coming because they 
have hurt their leg, or they are having chest pain, or for any num- 
ber of reasons. They come and ask for health care and receive it. 

Mr. Shays. Why is participation in the registry voluntary? Let 
me preface it by sa)dng that, in our testimony at the first hearing, 
the Institute of MeAcine has criticized the VA’s registry as “not ad- 
ministered uniformly,” and because the veterans who participate in 
the registry are self-reported, “productive scientific research” can- 
not be generated from the registry. 

Dr. J^THER. Their criticism was of the registry as a research 
tool. The registry is not a research tool; it’s a clinical operational 
tool to allow us to see these veterans, to provide them medical care, 
but also a complete physicail examination. And it’s a voluntary 
thing. 

Mr. Shays. But why? 

Dr. Mather. Because we’re not the Army; they are not in the 
military. We can’t force them to have an examination that they 
don’t want. 

Mr. Shays. Right. 

Dr. Mather. And we don’t require that they be sick. A person 
who just wants to be in the system, who served in the Persian 
Gulf, who’s afraid they may have problems develop later on that 
may be related to the Persian Gulf, they want that examination. 

Mr. Shays. We’re all Americans, and we all want to help those 
who aren’t well. If you had 60 people in a unit and 15 of them had 
a serious illness, wouldn’t there be an effort to contact the other 
45 to see if they had a problem? 

Dr. Mather. If we were responsible for the unit. But the Depart- 
ment of Veterans Affairs was not set up to respond from that point 
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of view. I think, to look at a unit is, in a sense, an epidemiologic 
problem, and it’s a problem perhaps for the Department of Defense. 

Mr. Shays. That may make sense to you, but that doesn’t make 
sense to me. If I have 15 people out of 60 who have a serious prob- 
lem, I would want to know if the other 45 did. And I would want 
to know, what did those 15 do that maybe the other 45 didn’t do. 

Dr. Murphy. In some instances. 

Mr. Shays. Did they go visit mine fields? Did they take the pills 
when others didn’t, et cetera. And in my mind that was part of 
what the whole registry was to do. Well, you know, then I’m begin- 
ning to think the registry is a joke. 

Dr. Murphy. Well, let me claiily. 

Mr. Shays. No, Fm beg innin g to think it’s a joke. 

Dr. Murphy. Let me clarify the differences. What you’re talking 
about is a cluster evaluation, a cluster investigation. In some cases, 
that has been done. The In^ana 123d Army Reserve unit, for in- 
s^^ncG 

Mr. Shays. Who did that? 

Dr. Murphy. That was done by DOD. When VA heard that there 
was a group of Air National Guard members up in Pennsylvania 
who had an outbreak or a cluster of illnesses, we immediately con- 
tacted the Centers for Disease Control and asked for their coopera- 
tion in performing an outbreak investigation in that unit. And that 
is currently being prepared for pubhcation. 

Those kinds of efforts are necessary and are ongoing. When we 
hear about a unit that has a large number of veterans who are ill, 
we can address it. 

Mr. Shays. What constitutes a large unit? I want to know what 
you mean by that. I want to know — ^when you hear — ^what happens 
if you don’t hear? And how are you going to hear? Who is supposed 
to hear? Who is listening? Think about it for a second. When you 
say “we,” who is “we”? 

Dr. Murphy. The Department of Veterans Affairs in collabora- 
tion with DOD and HHS. 

Mr. Shays. Someone has a physical in San Diego. Someone has 
a physical in Alabama. Someone has a physical in New York City. 
Someone has a physical in Boston. To each of those individuals, 
wherever a veterans’ facility is, to each of those individuals it’s not 
a cluster. But then it may have been a cluster. How do you have 
the ability to take all of this and bring it together? 

Dr. Murphy. All of those examinations that are done in the VA 
registry program are entered into a computerized data base, and 
we can look across the system to see if there is any single illness 
or set of illnesses. 

Mr. Shays. If I asked you now to produce later today a document 
that would tell me, in a particular unit, what types of illness, 
would you have the ability to do that? 

Dr. Murphy. In people who are currently serving in the military 
or in veteran populations? 

Mr. Shays. Fm going to let you answer that question. Fm not 
going to help you out. 

Dr. Murphy. Some of the documentation that we have provided 
you divides the registry participants into people who served in Re- 
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serve units and National Guard units. And certainly we can go 
bdck 

Mr. Shays. That’s it? 

Dr. Garthwaite. Some of the published data talks about finding 
the symptoms in units that were in various parts of the Gulf, from 
infantry and artillery to others. 

Mr. Shays. No, but you used the word “cluster,” Dr. Murphy. I 
was driving at the word “cluster,” but I didn’t use it. You used the 
word “cluster,” so I’m getting impressed. You’re telling me that, 
when you hear that there is a cluster, you deal wdth it. I want to 
know how you find out if there’s a cluster. 

Dr. Murphy. One of the ways that we’ve tried to address that in 
a more a scientific way is through the VA’s national Persian Gulf 
survey. That will allow us to survey a representative sample of 
Persian Gulf veterans, 15,000 veterans and 15,000 who did not 
serve in the Gulf, along with their unit designations, their location 
in the Gulf. 

Mr. Shays. You want to be helpful to us. This is not to embar- 
rass you all, but we’re trying to find out where we’re content and 
where we’re not content. Has DOD given you the unit location data 
to match veterans in the registry? 

Dr. Murphy. The Geographic Information System, which is the 
unit location roster that you are referring to, was just recently com- 
pleted by DOD. We do have access to that. We have set up a brief- 
ing, and we’re going out. 

Mr. Shays. So it’s not possible now to cluster, is it? I mean, the 
honest answer is — I mean, if you really are honest with the com- 
mittee, you do not have the ability to cluster, because you don’t 
know who is in what unit. Isn’t that true? 

Dr. Murphy. But. 

Mr. Shays. Please, please, no. Isn’t that true? 

Dr. Murphy. It will be possible from our research. 

Mr. Shays. No, no, not “will.” Not “will.” Not “will.” Not “will.” 
Not “will.” 

Dr. Murphy. But we don’t. 

Mr. Shays. No, answer the question, please. The question is, do 
you have the ability to know what solder, man or woman, was in 
what unit and how large that unit was? 

Dr. Murphy. Yes, we do. 

Mr. Shays. You do. 

Dr. Murphy. But we have not done that at this point with the 
registry data, because it is not a research study, and we would be 
further criticized by the Institute of Medicine and other scientists 
for trying to do that. It’s a self-selected, voluntary population, and 
you can’t draw those kinds of conclusions. 

Mr. Shays. I’m missing something. Dr. Murphy, I’m missing 
something, though. In my simple mind — I’m not where you are — 
but in my simple mind, I’m just thinking in terms of numbers and 
groupings. And you tried to give me the impression, which I think 
is a false impression, that if you have someone who went to a vet- 
erans’ facility in Connecticut and someone who went to a veterans’ 
facility in New York, and someone who went to a veterans’ facility 
in Florida, and they all happened to be in the same unit and they 
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all happened to have the same problem, you would know to cluster 
them together, and then you would look into this. 

I need you to be very clear and not mislead the committee. I 
want to know now, not what you intend to do. Can you tell me 
what you intend to do? Do you have the ability to cluster people 
together? 

Dr. Murphy. We have not performed that analysis today. We 
have the ability to do that. 

Mr. Shays. And how do you have the ability, because you know 
everybody in every unit? 

Dr. Murphy. No, because there is a Geographic Information Sys- 
tem that was developed by DOD, which allows us to place individ- 
ual units in the Gulf, at various locations, at various times. 

Mr. Shays. But that will help you in terms of location. 

Dr. Murphy. We can take our registry data base and match that 
against the Geographic Information System. In fact, there are 
plans to do that, to sdlow us to see if, in fact, the registry data ana- 
lyzed in that way gives us any further information. But it is lim- 
ited by the fact that these are individuals who may not be rep- 
resentative of either their units or the Persian Gulf population in 
general. 

Mr. Shays. That’s true. It may not be, but how do you know un- 
less you get the entire unit and find out? There are five major theo- 
ries. There might be more you could add to them, but the five theo- 
ries are; long-term exposure to burning oil wells, exposure to chem- 
ical or biological weapons, reaction to vaccines, reaction to the 
antinerve drug, and exposure to depleted uranium. 

Are those basically the five that we should be focusing in on? Are 
there others, as well? And then I guess I’d put “other.” 

Dr. Gerrity. Well, Mr. Chairman, I think we do adopt the view 
that we will — even though this is a stone unturned in our research 
effort — but we also have made a conscious effort to focus our atten- 
tion on certain areas. You did name, indeed, some of them as you 
spoke, and that is not necessarily exhaustive. 

I would like to retxim, for a moment, to this discussion about 
clusters. There is research going on right now, that is being spon- 
sored by VA, that is utilizing troop unit location data to conduct 
epidemiologic investigations, to try to identify risk factors associ- 
ated with the illnesses being reported by Persian Gulf veterans. 
The Boston VA Medical Center, the Environmental Hazards Center 
there, is using it, and the Portland Environmental Hazards Center 
is using that troop unit location data. 

Indeed, right now — I think it sounds like a small thing, but the 
Boston center is able to say that, when veterans come into their re- 
search study, when they say they were at a certain location, that 
when they are asked the question, “Where were you and when 
were you there?” and they report that, when they check that 
against the troop unit locations, they get concordance with the two. 

Mr. Shays. I’m going to yield to Mr. Towns. But what I’m wres- 
tling with is that a lot of physicals were not given when soldiers 
went in; they weren’t given when they left. What I’m wrestling 
with is that this registry is volimtary. And I understand you can’t 
force people, but you sure as heck can encourage. And telling an 
800 number is not quite what I’m suggesting. I mean, I could see 
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a letter that is sent out to a unit that says, you know, “Fifteen of 
your fellow soldiers have reported this illness. Do you have this ill- 
ness?” 

I don’t think you have the capability, the Veterans Administra- 
tion does not have the capability to know who was in those units, 
to be able to write letters to those individuals, and to me that’s 
kind of scary. And I get the sense that, from your standpoint, 
you’re the Department of Veterans Affairs, and then you’ve got 
DOD, and, you’re not responsible for what they did. But we are, 
here. And I’m just trying to get an idea of why it’s so crazy. 

Dr. Murphy. The Persian Gulf programs are coordinated across 
the three departments, VA, DOD, and HHS, through the Persian 
Gulf Coordinating Board. And, in fact, DOD did make an effort to 
send out letters to both people on active duty and those who had 
left the military, back last year. Secretary Perry and General 
Shalikashvili personally sent letters to those individuals who par- 
ticipated in Desert Shield and Desert Storm. 

Mr. Shays. How many letters went out? 

Dr. Murphy. I believe they tried to contact every individual who 
served during that period of time. We know from personal experi- 
ence, trying to do the national survey through a mail mechanism. 

Mr. Shays. May I say something to you? If it was 100,000, I 
would be amazed. So you’re saying that, and it will get reported 
that they have done that, and there could be in inference. I’m not 
aware that many letters were sent out. So would you just give me 
an estimate of how many letters you think were sent out? 

Dr. Murphy. I can tell you what they have reported in public tes- 
timony. 

Mr. Shays. What did they report? 

Dr. Murphy. Which is that they tried to send a letter to all 
690,000 individuals. 

Mr. Shays. No, but they could tell you exactly how many letters 
they sent out. How many letters did they say? 

Dr. Murphy. 'They said they sent one to every participant of 
Desert Shield and Desert Storm. 

Mr. Shays. OK. And who said that? 

Dr. Murphy. The Department of Defense. 

Mr. Shays. Can you kind of nail it down a little better for me? 

Dr. Murphy. The letters were sent by Secretary Perry. 

Mr. Shays. No, because we’re going to go to the Department of 
Defense, and we’re going to ask them how many letters they sent 
out. And if it was more than 100,000, 1 will be amazed. 

Mr. Towns. 

Mr. Towns. Thank you, Mr. Chairman. 

I just want to sort of get some clarification of comments that 
were made earlier. Is the 14 percent of dia^oses for psychological 
disorders included in the 23 percent of undiagnosed illnesses, or is 
that a part of the 77 percent of the illnesses with a diagnosis? 

Dr. Murphy. That’s part of the 77 percent with a diagnosis. 

Mr. Towns. How many Persian Gulf vets receive disability com- 
pensation as a result of Persian Gulf service, would you know? 

Mr. Kinderman. If I could indulge you just a moment and go 
through the numbers. 

Mr. Towns. Sure. 
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Mr. Kinderman. We’ve received over 75,000 claims from Persian 
Gulf veterans for disability compensation. We’re paying service-con- 
nected compensation to about 23,000. Now, that includes any con- 
dition that they acquired on active duty, whether they were in the 
Persian Gulf or not. 

Within those claims, about 9,000 we identified as perhaps due to 
something that happened in the Persian Gulf, probably environ- 
mental. Of those 9,000, approximately 1,000 were granted service- 
connected compensation under our existing laws, and about an- 
other 440 under our specific authority under Public Law 103-446 
for undiagnosed conditions. So some subset of the 23,000 are dis- 
abilities incurred in the Persian Gulf. 

Mr. Towns. Do you have any reason to believe that Persian Gulf 
vets receive Social Security disability because they do not qualify 
for VA disability compensation? 

Mr. Kinderman. I have no way of answering that question, Mr. 
Towns. I have no familiarity with eligibility for Social Security 
among Persian Gulf veterans. Are you saying that certain people 
are getting disability Social Security based on Persian Gulf disabil- 
ity? 

Mr. Towns. Yes, because they don’t qualify for VA. For one rea- 
son or another, they didn’t qualify for VA disability. 

Mr. Kinderman. I don’t Imow. We could seek to get that answer 
and provide that for the record, sir. 

Mr. Towns. Mr. Chairman, I would like for the request to be 
made officially for the record that this information be part of the 
record. 

Mr. Shays. Would you state exactly again what it is? 

Mr. Towns. In other words, it’s my feeling that some veterans 
might have to go on Social Security disability because they do not 
qualify for VA disability. I’m asking, how many? I wanted to find 
out. He said he did not have the information, but what he would 
do is get it for us, and I would like to have that included in the 
record. 

Mr. Shays. Is that a number you can get for us? 

Mr. Kinderman. Well, we would probably have to ask Social Se- 
curity for that. I believe — I’m not an expert in Social Security, but 
I believe that, if the disability is sufficiently severe, permanently 
and totally disabling, a veteran could qualify for both disability So- 
cial Security and VA compensation on the same disability. 

Mr. Shays. But you will followup with our committee on that? 

Mr. Kinderman. Yes, sir. 

Mr. Shays. Thank you. 

Mr. Towns. Yes. I would like to know. The other question that 
is not clear, I want to make certain, is the referral process the 
same for Persian Gulf vets as for all other veterans, or is there a 
different process? Because I’m hearing — ^for Persian Gulf vets, the 
referral process, is it the same? 

Dr. Garthwaite. It’s largely the same, although there are, I 
think, a couple unique facets. Any veteran whose treating physi- 
cian needs help has that capability of asking for help from a spe- 
cialist or someone with more knowledge in a particular area. In ad- 
dition, for Persian Gulf veterans, the second physical, or phase two 
or the referral to the tertiary care facility, is a very comprehensive 
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examination by a protocol. So that’s slightly different. We wouldn’t 
necessarily have a protocol other than the medical protocol via the 
training and certification of clinicians. 

Then the third option, to go to a specialized center for Persian 
Gulf, would only exist for certain other specialized centers that we 
have, like a transplant center or an open heart surgery center or 
a spinal cord injury center. So for specific other veterans who have 
specific diseases, there could be a referral on to what we call a cen- 
ter of excellence or a special center for that particular condition. 

Mr. Towns. Could you explain to me what “priority care” means? 

Dr. Garthwaite. I think, in terms of Persian Gulf veterans, that 
we are mandated to take care of patients with service-connected 
disabilities, and we have nonmandatory or discretionary care for 
others who meet a means test. Persian Gulf veterans have a prior- 
ity of care probably in between the two, in terms of a priority for 
caring for those. 

At the current time, we care for most of the discretionary pa- 
tients. There are probably a few in what we used to call “Category 
A” that we can’t see at every facility. But, by and large, the Persian 
Gulf veterans we’re seeing in the highest range, just below service- 
connected. 

Mr. Towns. Mr. Chairman, I think that, in light of my concern 
about coordination and making certain that everybody is doing 
what they are supposed to do and when they are supposed to do 
it, I think that at our next hearing we should ask DOD to come 
in, because I see a lot of questions here that I would like to raise 
with them. 

I yield back. 

Mr. Shays. I would just like to followup on the very kind of ques- 
tion that was being eisked in terms of. I’m trying to understand 
who our universe is. I always thought the universe was 697,000 
people. 'That’s the number of people who went to the Persian Gulf; 
am I correct? 

Dr. Garthwaite. That’s my knowledge. 

Mr. Shays. Of that number, how many are still actively in the 
service? 

Dr. Murphy. About one-third are still on active duty, and about 
two-thirds are now eligible for VA. 

Mr. Shays. It’s the “about” that concerns me. Do we know? 

Dr. Murphy. It’s a number that changes on a daily basis as peo- 
ple get discharged. 

Mr. Shays. Fair enough. Fair enough. 

Dr. Murphy. But, yes, we do have a specific number that we can 
provide you. 

Mr. Towns. Mr. Chairman, does that include the reserves, too, 
that number, the one-third? 

Mr. Shays. Yes, that’s a good question. 

Dr. Murphy. ITie reserves would not be considered active duty 
at this point, so they would be included in the two-thirds, as would 
the National Guard members who were deployed to the Gulf 

Mr. Towns. I’m having some trouble with the numbers, though. 
It would be one-third that would still be on active duty. What num- 
ber would probably be in the reserves or National Guard? 

Mr. Shays. Of the two-thirds. 



172 


Mr. Towns. Of the two-thirds. 

Mr. Shays. Yes. 

Dr. Murphy. I don’t know the numbers broken down by people 
who are in that category. About 17 percent of the individuals who 
went to the Gulf were on reserve or National Guard duty and acti- 
vated at that point. My understanding is that most of those indi- 
viduals would be in the two-thirds that are VA-eligible and no 
longer eligible for active duty at this point. 

There are a small number of individuals who would be consid- 
ered active National Guard members and who might still be eligi- 
ble, under certain circumstances, for DOD care. But my belief is 
that most of the reserve and National Guard members, that 17 per- 
cent, are now veterans and VA-eligible. 

Mr. Shays. If you can think the way I think for a second, you 
will know why I find this kind of astounding, in one way. First off, 
do you have a list of every individual who has been discharged who 
fought in the Gulf war? 

Dr. Murphy. We have a list of every individual who served in the 
Persian Gulf. 

Mr. Shays. You have a list of 697,000 names? 

Dr. Murphy. We do. 

Mr. Shays. OK. 

Dr. Murphy. We have it on a roster in a computerized data base. 

Mr. Shays. So, when someone comes in, you can compare them 
to that data? You would have that in your computer? 

Dr. Murphy. Yes. And, in fact, we update that list on a frequent 
basis, because the period of the Persian Gulf war was not closed 
after Desert Storm, and people would still be considered Persian 
Gulf veterans who served in the Gulf theater of operations even 
after the hostilities ended. So now we have almost a million indi- 
viduals who would be included on a larger roster. 

Mr. Shays. Well, you’re giving an answer that I’m happy to 
know. You have a list of everyone who served. You also should 
have a list of everyone who was discharged. OK. And you do not 
have the ability, though, to break down whether they were in the 
reserves or National Guard. 

Dr. Murphy. Yes, we do. 

Mr. Shays. OK. I’m looking at your Persian Gulf Veterans Co- 
ordinating Board fact sheet, and it says, “Persian Gulf Registry.” 
Help me out here. 

“The clinical data base also provides a mechanism to catalog 
prominent symptoms, report exposures and diagnoses.” Then it 
says, ‘The more than 54,000 Persijm Gulf veterans who have taken 
advantage of the physical examination program become part of a 
larger Persian Gulf Registry which includes over 180,000 Gulf vet- 
erans who have used a variety of other VA health services, have 
an approved benefits claim, or whose survivor receives benefits.” 

Now, you started to explain it, and let me put it in my words to 
see if I understand it. You’re telling me that, if I subtract 54,000 
from 180,000, those are individuals who have come, who have cho- 
sen not to become voluntarily part of the registry of 54,000. 

Dr. Murphy. It’s actually a httle bit more complex than that. 
There is some overlap. We’ve done more than 57,000 Persian Gulf 
Registry examinations to date. About 155,000 individuals, unique 
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veterans, have come to get outpatient csire in VA Medical Centers 
and facilities around the country, and about 14,000 have been ad- 
mitted to VA Medical Centers for inpatient hospitalization. 

There is some overlap between the outpatient visits and the reg- 
istry, so that’s where you’re getting confused. 

Mr. Shays. When they come in, and they are not part of the 

54.000, do you ask for all the information and ask if they would 
be willing to have a physical and do all the things that would put 
them in that list? Why wouldn’t your list be over 100,000? 

Dr. Murphy. The registry health examination program is a spe- 
cialized examination done according to protocol. We encourage all 
of the Persian Gulf veterans to come in and get that examination, 
whether they are sick or not. 

Mr. Shays. So I make an assumption that all of them were in- 
vited and all of them refused, if they weren’t part of the 54,000. 
That’s the assumption I make. 

Dr. Murphy. Yes. 

Mr. Shays. Is that a correct assumption? 

Dr. Murphy. In some cases, I tlunk that’s probably not true. 
There may have been veterans who, you know, were missed. But 
I don’t think they are a large percentage. Certainly, when a vet- 
eran comes in to a VA Medici Center, we have, in policy, the Med- 
ical Administration Service is to make them aware of the registry 
examination, and we certainly have done an outreach to veterans 
of the Persian Gulf to encourage them to come in for registry ex- 
aminations. 

So I would say the majority, the vast majority of those individ- 
uals have chosen not to participate. 

Mr. Shays. Let me just end with asking you about this docu- 
ment, the “Physicians Program Guide, Persian Gulf Spouses and 
Children Program.” Is that a book by you all? Whose document is 
this? 

Dr. Murphy. It was produced by oiu* office. 

Mr. Shays. OK. Table 11 is the distribution of cancer by site 
among 52,216 veterans on the Persian Gulf Registry. It’s just sad 
that it can’t be larger than 52,000, but, at any rate, that’s the num- 
ber. Is the VA collecting data on the incidence of cancer among Per- 
sian Gulf veterans? 

Dr. Murphy. That information is collected in several different 
ways. The table that you’re referring to is the total number of can- 
cer diagnoses in people who participated in the registry health ex- 
amination program. If you look further back in that document, we 
also have produced a look at hospital admissions from our inpa- 
tient treatment file. And we can determine how many inpatients 
were Persian Gulf veterans and may have received a cancer diag- 
nosis. 

Mr. Shays. Where would I see that chart? What chart is that? 

Dr. Mather. Table 17. 

Mr. Shays. Table 17. So, in other words, the Table 11 is just the 

52.000. And it gives percentages. Table 17? I must be on the wrong 
table. Page 17? 

Dr. Murphy. In other words, there were 15,486. 

Mr. Shays. I want to know what you’re looking at. 

Dr. Murphy. Table 17. 
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Mr. Shays. OK. 

Dr. Murphy. OK. There were 15,486 Persian Gulf veterans who 
had inpatient admissions at VA Medical Centers around the Na- 
tion, and 4.9 percent received a diagnosis of some kind of a neo- 
plastic disease or a cancer diagnosis. Of those, 2.1 percent had ma- 
lignant cancers. 

Mr. Shays. Of the 4.9, 2.1 percent. 

Dr. Mather. This is all the Persian Gulf veterans who were ad- 
mitted to VA hospitals. 

Mr. Shays. Is this your list of 180,000? 

Dr. Murphy. They are part of that list. 

Dr. Mather. This is the 15,486 who were actually admitted to 
VA hospitals, who were Persian Gulf veterans. 

Mr. Shays. I don’t mean to be facetious, but is it conceivable that 
you have veterans who have cancer, who are not part of Table 11, 
who were Persian Gulf veterans? 

Dr. Garthwaite. If they were treated outside the VA. 

Mr. Shays. Then why is this table helpful? I mean, if you have 
cancer, you’ve got cancer. I’m trying to understand why I should be 
impressed with this voluntary effort. I mean, if a veteran decides 
not to become part of this registry, but he has cancer. 

Dr. Garthwaite. I think this table is important because it basi- 
cally says, in 30,000-plus veterans, 15,000 who were deployed to 
the Gulf and 15,000 who were of the same era, and presumably 
have a variety of other characteristics of age, sex, and so forth. 

Mr. Shays. You’re talking about Table 17? 

Dr. Garthwaite. Yes. Then you could see whether or not — ^you 
have an opportunity to see whether or not certain illnesses occur 
in a greater frequency in those who were deployed versus those 
who were not deployed. 

Mr. Shays. And the answer is yes? And the answer is no? 

Dr. Mather. Yes, for some diseases; no, for others. 

Dr. Garthwaite. Right. And these are serious enough to get you 
in the hospital, so it selects, from both populations, a special group. 

Mr. Shays. OK. But that’s not really the question I asked. We’re 
not going to, obviously, nail this down today. There were 697,000 
who went to the Persian Gulf. There are only 54,000 or so who are 
on your registry, and they are the ones who voluntarily decided to 
be part of your registry. And the question I asked is, are there Gulf 
war veterans who are not part of the registry, of the 54,000, who 
have cancer? And the emswer is yes. 

Dr. Garthwaite. Likely, yes. 

Dr. Mather. Most likely, yes. 

Mr. Shays. At least, what, 15,000? 

Dr. Murphy. That data is not tracked. 

Dr. Garthwaite. You can only make a guess. If the percentage 
in those who don’t use the VA for care were similar to the percent- 
age who might use the VA for care, you could extrapolate some of 
the data. I think that really points to the issue of why we believe 
that a prospective study, where we randomly select incfividuals and 
then aggressively survey their health status, is really the answer 
to the question you’re asking. 

Mr. Shays. Right. And what is the status of that? 
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Dr. Gerrity. Mr. Chairman, there are several attempts at this. 
Right now, there is the development of the mechanism to establish 
a cancer surveillance registry, first in the State of Massachusetts 
where there is a cancer registry within the State. This will go fur- 
ther in establishing linkages to cancer registries that are available 
in adjacent States in the New England area. So, as an initial at- 
tempt at addressing this question, we are moving forward and 
mal^g those data hase link^es. 

Dr. Murphy. Maybe I can answer the question that you asked, 
which was, where are we with the national Persian Gulf survey? 
The survey was begun with the first mailing of the questionnaire. 

Mr. Shays. To how many people? 

Dr. Murphy. 15,000 Persian Gulf veterans selected as a rep- 
resentative sample, with oversampling of women and minorities. 

Mr. Shays. At random. 

Dr. Murphy. Yes. And 15,000 Gulf era veterans, people who 
served in the military but did not get deployed to the theater of op- 
erations. We’ve sent out the first two mailings of the questionnaire; 
a third mailing will go out next month. And we expect to follow 
that with a sample of 1,000 Persian Gulf veterans and their fami- 
lies and 1,000 Gulf era veterans, and invite them in for physical 
examinations to determine their health status. 

Mr. Shays. That would seem very logical we should do that. Doc- 
tor. I had a distorted view of what the Persian Gulf Registry was. 
For me, it’s almost meaningless, whatever the statistics are, be- 
cause it’s only those who voluntarily came forward. And you’re tell- 
ing me that, if they went in and decided that they didn’t want to 
go under the protocol of the registry, if they have cancer, they don’t 
show up here. 

I understand why some veterans are telling me that you’re keep- 
ing two books, you know, one set is here and there’s another set 
that nobody ^ows, they feel. I mean, but that’s the feeling, and 
I understand why, because they say, “Well, I’m not part of this reg- 
istry. I have cancer, and I don’t show up.” 

So, Doctor, I would love to have a private conversation with you 
later. I just need to sort out some things, and we will have that 
conversation. 

Dr. Garthwaite. Any time. 

Mr. Shays. The last thing I want to do is give any impression 
that you are less interested. I would say you are more interested 
than we are to nail this down. But maybe not as much as Mr. 
Towns. 

Mr. Towns. Thank you. I appreciate that. 

Mr. Shays. I know that you all want to deal with this. I am left 
with a feeling that, in some ways, though, there’s the challenge 
that the VA has and the Department of Defense has. And the vet- 
erans are t alking to one group, and then they are talking to an- 
other group. They talk to their private physician and get one story; 
they talk to someone from the VA. They hear that some people get 
sent to the centers and some people don’t, and why. 

They hear that there’s one set of numbers that say, you know, 
of the people in the registry — ^and then I’m begiiming to say, “Well, 
so what. What does it really mean? It’s volimtary.” I’m hearing 
that people are coming into yoxu* hospitals who are not willing to 
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go under the protocol. So, you know, it just raises a lot of questions 
that we need to sort out. 

Is there anything that you want to ask or say? 

Mr. Towns. No. I would just like to thank the witnesses for the 
testimony, Mr. Chairman. Also, as indicated, I look forward to talk- 
ing to DOD, because I really feel that the coordination here is very, 
very important, with HHS and, of course, the VA, and also DOD, 
because I think there’s more that could be done. And I think, with 
that kind of coordination, if we really stress it, I think that we can 
learn a lot, too, at the same time. 

I think it’s a great opportunity for us to get some information, 
retrieve it, and to be able to use it to better life for all. I think we 
should make certain that we avail ourselves of that opportunity. 

Mr. Shays. Thank you. 

If you had the names of 697,000 soldiers, why don’t you have 
their units? I just don’t understand that. 

Dr. Murphy. We do have their units. 

Dr. Garthwaite. We just got it, though. 

Mr. Shays. You just got it. 

Dr. Murphy. We just got it. 

Mr. Shays. Five years later. When did you get this list of 
697,000? 

Dr. Murphy. In 1992. 

Mr. Shays. So you got it in 1992, and it didn’t give you the units 
that they served in. Doesn’t that seem kind of crazy to you that you 
wouldn’t have gotten it? And why you wouldn’t have demanded it? 

Doctor, one of you might answer. 

Dr. Garthwaite. My sense is, when you’re dealing with numbers 
that large — the focus going into the Persian Gulf was the war, the 
concern about biological hazards and other things. So, prospec- 
tively, things were not done. 

Mr. Shays. That’s a good try, but, you know, we’re paying checks 
to people who served. We had to verify that they served, and I can’t 
imagine that we don’t know who’s in and who’s out. And I can’t 
imagine why that wouldn’t just be given to the VA. 

Dr. Garthwaite. In terms of troop location and actual exposure, 
that would be helpful. 

Mr. Shays. I’m just talking units. 

Dr. Garthwaite. Branch of service. 

Dr. Mather. Well, we have bremch of service. 

Mr. Towns. 'That would be DOD, though; right? 

Mr. Shays. I know DOD has it, but once they have it, they 
should share it. 

Dr. Murphy. Actually, there’s another level of complexity, be- 
cause, in fact, people’s unit designation may not always give you 
good information about what unit they served with in the Gulf, be- 
cause people were detailed to work with other units. So it becomes 
a very complex issue. 

Mr. Shays. I realize that, but if you can at least know where the 
units are. I mean, I understand you’ve got locations. And I’m not 
going to beat this to the end, but it’s just, to me, crazy. 

Any comments you all want to say? Doctor. 

Dr. Garthwaite. I think we’re il learning from this. As I say, 
I think we went into this to fight a war and to win a war, and no 
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one anticipated the health issues and implications of being there, 
and no one anticipated what veterans would experience. It’s our 
pledge to continue to try to leam, and we welcome the opportunity 
to meet with you at Einy time and discuss an 3 d;hing further, as you 

need. 

Mr. Shays. Th ank you. Believe it or not, we are a friendly com- 
mittee. If there are resources that you need, we will fight to get 
those resources. But I have learned that the bureaucracy in Wash- 
ington is extraordinary. You didn’t create it, and we all have to 
deal with it. I don’t blame you or anyone else. Republican or Demo- 
crat. This is a gigantic government, and everybody wants to protect 
information they have. 

I wouldn’t be surprised if I found out from some of my friends 
overseeing the National Security Committee that they would say 
they just don’t want you to have information, because they don’t 
want you to know who served in what. But it’s not a good answer, 
if that’s the answer. 

So I th ank you all. We will go to our next panel. Thank you. 
Thank you very much. 

Our second and last panel is Dr. Clauw, Georgetown University; 
Dr. Penny Pierce, University of Michigan; and Dr. Howard 
Umovitz, who is a research microbiologist. This is our last panel, 
and we would ask aU three to stand, and we will swear you in. 

[Witnesses sworn.] 

Mr. Shays. We will go in the order I called you, actually. We will 
start with Dr. Clauw, and then we will go with Dr. Pierce, and 
then we will end with you, Dr. Umovitz. We will do it in that 
order. 

STATEMENT OF DANIEL J. CLAUW, ASSISTANT PROFESSOR OF 

MEDICINE, GEORGETOWN UNIVERSITY; PENNY F. PIERCE, 

ASSISTANT PROFESSOR, SCHOOL OF NURSING, UNIVERSITY 

OF MICHIGAN; AND HOWARD B. URNOVTTZ, RESEARCH 

MICROBIOLOGIST 

Dr. Clauw. Thank you. 

My name is DEUiiel Clauw. I am an assistant professor of medi- 
cine and rheumatology at Georgetown University Medical Center in 
Washington, DC. I have been involved in a number of areas of re- 
search related to illnesses associated with deployment to the Per- 
sian Gulf. I have just been awarded a large U.S. Army grant to 
study these illnesses, and am also the principal investigator of an 
NIH grant related to a s^drome termed “fibromyalgia.” 

In addition to performing research on fibromyalgia, I have treat- 
ed more than 1,000 individuals with this or related disorders. I 
would like to briefly summarize the reasons for my opinion that 
many Gulf war veterans developed fibromyalgia and related condi- 
tions as a result of their mihtary service, and suggest some steps 
which could be taken to improve the care of these individuals. 

Fibromyalgia is a disorder defined by the presence of diffuse 
musculoskeletal pain and by the finding of widespread tenderness 
on physical examination. In addition to diffuse pain, individuals 
with fibromyalgia typically also suffer a number of other symp- 
toms, including fatigue, weakness, and memory problems. These 
other sjnnptoms are outhned in the figure on the following page. 
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,^gh fibromyalgia is the most common rheumaticMIiUHn^ 
_^viduals below the age of 60, affecting at least 2 percent of the 
population, I suspect that many of you have not even heard of this 
disorder. Yet I am certain that all of you know individuals who suf- 
fer from this condition, although many of these persons have not 
yet been appropriately diagnosed or treated. 

There are several reasons for this general lack of recognition of 
fibromyalgia in the medical community, and I will explain some of 
these since these are germane to the problems that the Gulf war 
veterans have been enduring. One of the reasons for the incomplete 
recognition of fibromyalgia is that this symptom complex is given 
many different names and many different attributions. 

For example, if one looks at a large group of individuals with 
fibromyalgia, you will find that most of these individuals will also 
meet criteria for one or more of another group of illnesses, includ- 
ing chronic fatigue syndrome, multiple chemical sensitivity, and 
somatoform disorders. 

The overlap between these systemic disorders is represented in 
the figure below, as is a depiction of the fact that most individuals 
with unexplained illnesses associated with deployment to the Per- 
sian Gulf will meet criteria for one or more of these diagnoses. 

Thus, it appears that there is a group of closely related systemic 
conditions, such as fibromyalgia and chronic fatigue syndrome, as 
well as a group of closely related organ-specific conditions, such as 
migrziine headaches and irritable bowel syndrome, that form one 
large spectrum of illness with common demographics, inciting fac- 
tors, and treatment. 

It is important to recognize that these illnesses individually or 
collectively occur with a very high frequency in the general popu- 
lation. The systemic illnesses noted in the second figure occur col- 
lectively in approximately 4 percent of the U.S. population, where- 
as the aggregate incidence of the organ-related illnesses in the first 
figure is much higher, affecting well over half the population. 

Another significant problem with the recognition and acceptance 
of fibromyalgia and related conditions is that these illnesses, in 
general, have become known as psychosomatic conditions. All of 
these illnesses are either triggered by or exacerbated by a variety 
of physical, immune, or emotional stressors, and there is likely a 
common underlying cause or causes for this entire spectrum of ill- 
ness. Unfortunately, the root causes for this spectrum of illness are 
not presently known. 

The link to emotional stress and the fact that, at present, we 
have no blood test or other objective diagnostic test that can verify 
the presence of these conditions has led some to contend that these 
illnesses are “all in the head.” Well, in fact, the most recent re- 
search into these conditions suggests that these illnesses really do 
begin in the head, but that instead of these being psychiatric condi- 
tions, these entities are characterized by dysfunction of various 
components of the central nervous system. 

Finally, the relationship between these disorders and psychiatric 
conditions needs to be clarified. Many individuals with fibro- 
myalgia and related conditions will have concurrent psychiatric di- 
agnoses; however, in most cases, the psychiatric diagnosis is not 
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the primary problem but, rather, occurs as a result of the physical 
symptoms that the person experiences. 

In clinical practice, telling an individual with this type of illness 
that it is all in their head or that there is no “organic cause” for 
their symptoms will always lead to frustration and a sense of aban- 
donment by that individual. It is not difficult to see why many of 
the veterans with these illnesses, as well as their families and ad- 
vocates, have become so frustrated with this vicious cycle of no di- 
agnosis, no effective treatment, and the psychiatric attribution of 
their symptoms. 

This may be of little consolation to the Gulf war veterans, but 
millions of Americans are struggling with all these same issues on 
a daily basis when they are seen with these same tjrpes of syn- 
dromes in the private sector. Thus, we should be careful not to 
place the blame regarding the inadequate treatment or diagnosis of 
these individuals solely on the VA or military hospitals. This is a 
much larger problem that involves our entire medical system. 

Nearly all of the unexplained symptoms seen in the Gulf war vet- 
erans are seen in fibromyalgia and related conditions, and my opin- 
ion is that this is the illness that many of these individuals are ex- 
periencing. The coimtless individuals who were previously healthy, 
who returned from the war with severe symptoms, are compelling 
evidence that these individuals developed these illnesses as a re- 
sult of their military service. 

Then why and how could this happen? There seem to be a vari- 
ety of physical, immune, and emotional stressors that are capable 
of triggering or exacerbating this entire spectrum of illness. Phys- 
ical trauma such as motor vehicle accidents, immune stressors such 
as infections, and emotional stressors of virtually any type are the 
best described triggers of fibromyalgia and related illnesses. Indi- 
viduals deployed to the Persian Gulf may have been exposed to any 
or all of these types of biological stressors. 

I am aware that there is an ongoing debate regarding the poten- 
tial role of biologic or chemical weapons or toxins in the develop- 
ment of these symptoms. I feel that these questions remain unan- 
swered at present, so I will not offer opinions about whether these 
types of environmentEd exposure may have played a role in causing 
the symptoms in some of the veterans. However, from a biologic 
standpoint, it is quite plausible that these illnesses could have been 
triggered without any of these types of environmental stimuli. 

Also, studies suggest that the risk of developing these symptoms 
had little to do with where in the Persian Gulf an individual was 
deployed. And this same set of symptoms has occurred after nearly 
every conflict that the United States has been involved in, although 
different names have been used to describe the symptom complex. 
Thus, if specific environmental exposures are involved in the devel- 
opment of these illnesses, they probably play a minor role. 

Once an individual develops fibromyedgia or a related disorder, 
it does not appear to matter what triggered this illness; the treat- 
ment remains the same. In fact, this focus on causation is not only 
unlikely to be of benefit, but it may actually be harmful. 

It is clear that when a patient with this t3q)e of illness develops 
a victim mentality and focuses on the fact that something or some- 
one caused their illness, they rarely improve. Instead, it is more 
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important that patients, health care providers, and policymakers 
begin to focus on better understanding this entire spectrum of ill- 
ness and to use our existing knowledge regarding these entities to 
develop multidisciplinary treatment programs for afflicted individ- 
uals. 

Numerous types of therapy have been demonstrated to be effec- 
tive in treating these disorders. My personal experience is that, in 
some cases, the VA Medical Centers are not well-versed in treating 
this spectrum of illness, perhaps in part because these conditions 
occur more frequently in females and so few women are seen with- 
in the VA system, and perhaps because there has been, in the past, 
a cultural bias within the VA system to too quickly refer these pa- 
tients to psychiatrists. 

I will end by giving a few discrete recommendations. I will be 
more blunt than Mr. Garthwaite was able to be this morning and 
say that much more funding is needed for research into this whole 
spectrum of conditions. The problems regarding the diagnosis and 
treatment of Persian Gulf veterans are a symptom of a much big- 
ger problem that we have in this country. 

Amazingly enough, despite the very high prevalence of these ill- 
nesses in the population, the aggregate amount of yearly funding 
for these conditions, through all of the institutes at the NIH, and 
through other sources such as the DOD, may perhaps reach $20 
million. This spectrum of illnesses cost the government alone bil- 
lions of dollars in lost productivity disability and health care costs. 
The costs to the private sector are much larger. 

Second, most of the exjperts on these types of illnesses in this 
country are not in the VA or military systems. An expert panel 
could be formed to help address issues regarding treatment and re- 
search into the pathogenesis of these conditions, which could pro- 
vide recommendations, either to Congress to the VA. 

Finally, and perhaps most importantly, continue to take these 
veterans seriously. The physical and emotional toll of this type of 
illness is great, and these individuals developed these problems 
while serving our country. View with skepticism anyone who might 
assert that because there are no abnormalities on these individuals’ 
blood tests, x-rays, or other diagnostic studies, that there is nothing 
wrong or that these are psychiatric conditions. It is arrogant of us, 
as scientists, to feel that because we cannot precisely define a prob- 
lem that it does not exist. 

Thank you. 

[The prepared statement of Dr. Ciauw follows:] 
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BACKGROUND. My name is Daniel Clauw, I am an Assistant Professor of 
Medicine and Rheumatology at Georgetown University Medical Center in Washington, 
D.C. I have been involved in a number of areas of research related to the illnesses 
associated with deployment to the Persian Gulf. I have just been awarded a large U.S. 
Army grant to study these illnesses, and am also the Principal Investigator of an NIH 
grant. I have studied a group of disorders called Environmentally Associated 
Connective Tissue Diseases, where people become ill because of exposure to 
something present in the environment, whether this is a drug, toxin, food, medical 
device, etc. Because of this expertise, I serve as a consultant to the Food and Drug 
Administration on these issues. 

My other area of research is in the syndrome termed fibromyalgia, as well as in 
other entities closely related to this condition. In addition to performing research on 
this illness, I have treated more than a thousand individuals with this or related 
disorders. I would like to briefly summarize the reasons for my opinion that many Gulf 
War veterans developed fibromyalgia and related conditions as a result of their military 
service, and suggest some steps which could be taken to improve the care of these 
individuals. 

DEFINITION OF FIBROMYALGIA. Fibromyalgia is a disorder defined by the 
presence of diffuse musculoskeletal pain, and by the finding of widespread tenderness 
on physical examination. In addition to diffuse pain, individuals with fibromyalgia 
typically also suffer a number of other symptoms including fatigue, weakness, and 
memory problems; these are outlined in the figure on the following page 
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Cognitive difticulties 
Ocular complaints 

(xerostomia, accommodation problems) 

Vestibular complaints 

Multiple chemical sensitivity. 

"allergic” symptoms 

Esophageal dysmotility 

Neurally mediated hypotension, 
mitral valve prolapse 

Pulmonary symptoms 


Interstitial cystitis 
female urethral syndrome, 
vulvar vestibulitis, 
vulvodynia 


Although fibromyalgia is the most common rtieumatic disease in individuals below the 
age of 60, affecting at least 2% of the population, I suspect many of you have not even 
heard of this disorder. Yet, I am certain that all of you know individuals who suffer from 
this condition, although many of these persons have not yet been appropriately 
diagnosed or treated. There are several reasons for this general lack of recognition of 
fibromyalgia in the medical community, and I will explain some of these, since they are 
germaine to the problems that ill Gulf War veterans have been enduring. 

REASONS FOR A LACK OF RECOGNITION OF FIBROMYALGIA IN THE 
MEDICAL COMMUNITY. One of the reasons for incomplete recognition of fibromyalgia 
is that this symptom complex is given many different names, and many different 
attributions. For example, if one looks at a large group of individuals with fibromyalgia, 
you will find that most of these individuals will also meet criteria for one or more of 
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another group of illnesses including chronic fatigue syndrome (CFS), multiple chemical 
sensitivity, and somatoform disorders. The overlap between these systemic disorders 


is represented in the figure below, as is a depiction of the fact that most individuals with 
unexplained illnesses associated with deployment to the Persian Gulf also will meet 
criteria for one or more of these diagnoses. 


Overlap between fibromyalgia 
and closely related disorders 


CHRONIC FATIGUE 



SYNDROME affects less than 
1% of population, defined by the 
presence of severe fatigue, and 
4/8 of the following: myalgia, 
arthralgia, headache, 
post-exertional malaise, tender 
nodes, sore throat, unreffeshing 
sleep, impaired concentration 


SOMATOFORM 
DISORDERS affects 
about 4% of the population, 
characterized by the 
presence of multiple 
unexplained physical 
symptoms 


PERSIAN GULF 
SYNDROME defined 
by the presence of 
unexplained symptoms 
associated with return 
ffom deployment in the 
GutfWar 


FIBROMYALGIA 
affects 1 - 2% of 
population, defined by 
the history of 
widespread pain, an^ 
11/18 *tander points* 
on physical exam 


Thus, it appears that there is a group of closely related systemic conditions, such as 
fibromyalgia and chronic fatigue syndrome, and a group of closely related organ- 
specific conditions, such as migraine headaches and irritable bowel syndrome, that 
form one large spectrum of illness, with common demographics, inciting factors, and 
treatment. It is important to recognize that these illnesses individually or collectively 
occur with a high frequency in the general population. The systemic illnesses noted in 


4 




185 


the second figure occur collectively in approximately 4% of the U S. population, 
whereas the aggregate incidence of the “organ-related" illnesses in the first figure is 
much higher, affecting well over half of the population. 

Another significant problem with the recognition and acceptance of fibromyalgia 
and related conditions is that these illnesses in general have become known as 
“psychosomatic” conditions. All of these conditions are either triggered or exacerbated 
by a variety of physical, immune, or emotional stressors, and there is likely a common 
underlying cause or causes for this entire spectrum of illness. Unfortunately, the root 
causes for this spectrum of illness are not presently known 

The link to emotional stress, and the fact that at present we have no blood test 
or other objective diagnostic tests that can verify the presence of these conditions, has 
led some to contend that these illnesses “are all in the head ” Well, in fact, the most 
recent research into these conditions suggests that these illnesses really do begin in 
the head, but that instead of these being primary psychirtric conditions, these entities 
are characterized by dysfunction of various components of the central nervous system 
Although our incomplete understanding of the precise mechanisms which lead to 
symptoms in these disorders should not lead to treating this group of patients differently 
than tnose with illnesses we understand better, this is commonly done Furthermore, 
the fact that these conditions can be either initiated or exacerbated by stress should not 
be viewed by either patients or physicians as a negative factor, since we now know that 
nearly all illnesses, including cancer and coronary artery disease, can likewise be 
profoundly affected by stress. 
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Finally, the relationship between these disorders, and psychiatric conditions, 
needs to be clarified. Many individuals with fibromyalgia and related conditions will 
have also have concurrent psychiatric diagnoses. However, in most cases, the 
psychiatric diagnosis is not the primary problem. In most cases, the individual has 
developed a mood disorder such as depression or anxiety disorders as a result of the 
physical symptoms. 

THE PROBLEM WITH CONSIDERING THESES ILLNESSES AS PSYCHIATRIC 
CONDITIONS In clinical practice, telling an individual with this type of illness that it is 
“all in their head,” or that there is no "organic" basis for their symptoms, will always lead 
to frustration and a sense of abandonment by that individual. It is not difficult to see 
why many of the veterans with these illnesses, as well as their families and advocates, 
have become so frustrated with this vicious cycle of no diagnoses, no effective 
treatment, and psychiatric attribution of symptoms. 

This may be of little consolation to the Gulf War veterans, but millions of 
Americans are struggling with all of these same issues on a daily basis when they are 
seen with these same syndromes in the private sector. Thus, we should be careful not 
to place the blame regarding the inadequate treatment of these individuals solely on 
the VA or military hospitals. It is actually a much larger problem with our entire medical 
system. 

ARE THE UNEXPLAINED ILLNESSES SEEN IN THE GULF WAR VETERANS 
EXPLAINED BY FIBROMYALGIA AND RELATED CONDITIONS? Nearly all of the 
unexplained symptoms seen in the Gulf War veterans are seen in fibromyalgia and 
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related conditions, and my opinion is this is the illness most of these individuals are 
experiencing. Since these illnesses occur at such a high frequency in the general 
population, some have argued that the symptoms in Gulf War veterans merely 
represent the high background rate of these conditions in the general population. I do 
not agree. The countless individuals who were previously healthy who returned from 
the war with severe symptoms are compelling evidence that these individuals 
developed these illnesses because of their military service. 

WHY WOULD GULF WAR VETERANS DEVELOP FIBROMYALGIA AND 
RELATED CONDITIONS? Why and how could this happen? There seem to be a 
variety of physical, immune, and emotional stressors that are capable of triggering or 
exacerbating this entire spectrum of illness. Physical trauma such as motor vehicle 
accidents, immune stressors such as infections, and emotional stressors of virtually any 
type are the best described triggers of this fibromyalgia and related illnesses 
Individuals deployed to the Persian Gulf may have been exposed to any or all of these 
types of stressors. I am aware that there is an ongoing debate regarding the potential 
role of biological, chemical, or toxins in the development of these symptoms. I feel that 
these questions remain unanswered at present, so I will not offer opinions about 
whether these types of environmental exposure may have played a role in causing 
symptoms in some of the veterans. However, from a biological standpoint it is quite 
Plausible that these illnesses could have been triggered without any of these types of 
environmental exposures. Also, studies suggest that the risk of developing these 
symptoms had little to do with where in the Persian Gulf an individual was deployed. 
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And this same set of symptoms has occurred after nearly every conflict that the U. S. 
has been involved in, although different names have been used to describe the 
symptoms. Thus, if specific environmental exposures are involved in the development 
of these illnesses, they probably play a minor role. 

IF THESE INDIVIDUALS SUFFER FROM FIBROMYALGIA, WHAT SHOULD 
WE DO NOW? Once an individual develops fibromyalgia or a related disorder, it does 
not appear to matter what triggered the illness; the treatment remains the same. In 
fact, this focus on causation is not only unlikely to be of benefit, but may actually be 
harmful. It is clear that when a patient with this type of illness develops a "victim” 
mentality, and focuses on the fact that someone or something caused their illness, they 
rarely improve Instead, it is more important that patients, health care providers, and 
policy makers begin to focus on better understanding this entire spectrum of illnesses, 
and to use our existing knowledge regarding these entities to develop multidisciplinary 
treatment programs for afflicted persons. 

Types of therapy which have been demonstrated to be effective include low 
doses of tricyclic drugs, graduated low-impact aerobic exercise programs, and 
cognitive-behavioral therapy. Other types of drugs may be effective but have yet to be 
proven so in double-blind, placebo-controlled trials. My personal experience is that in 
some cases the VA Medical Centers are not well-versed in the treatment of these 
conditions, perhaps in part because these illnesses occur more frequently in females 
(and so few women are seen within the VA system), and perhaps because there is a 
cultural bias within the VA system to quickly refer these patients to psychiatrists. If a 
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physician or other health care provider does not believe that these individuals are 
suffering from a real disease, they will likely be ineffective in treating this group of 
patients. 

I will end by giving a few discrete recommendations: 

• Much more funding is needed for research into these conditions. The 
problems regarding the diagnosis and treatment of Persian Gulf veterans are a 
symptom of a much larger problem in this country. Amazingly enough, despite the very 
high prevalence of these illnesses in the population, the aggregate amount of yearly 
funding for these conditions through all institutes at the NIH, and through other sources 
such as DOD, may perhaps reach 20 million dollars. This spectrum of illness costs the 
government alone billions of dollars in lost productivity, disability, and health care 
costs. The costs to the private sector are much larger. 

• Most of the experts on these types of illnesses in this country are not in the 
VA or military systems. An expert panel could be formed to help address Issues 
regarding treatment and research into the pathogenesis of these conditions, which 
could provide recommendations either to Congress or to the VA. 

• Continue to take these veterans seriously. The physical and emotional toll of 
this type of illness is great, and these individuals developed these problems while 
serving our country. View with skepticism anyone who might assert that because there 
are no abnormalities on these individuals’ blood tests, x-rays, or other diagnostic 
studies, that there is nothing wrong, or that the individual is suffering from a psychiatric 
condition. It is arrogant of us as scientists to feel that because we cannot precisely 
define a problem, it doesn’t exist. 


9 
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Mr. Shays. Thank you. 

I guess, Dr. Pierce, you are next. 

Ms. Pierce. Thank you. 

I welcome the opportunity to speak before you this morning. I am 
an assistant professor at the University of Michigan School of 
Nursing and a faculty associate at the Institute for Social Re- 
search. My work is focused specifically on women who served in 
Desert Storm. 

As we all know, the Gulf war imposed very unique threats and 
stressors on our military forces, as the prolonged buildup led to a 
very short, decisive victory. However, many troops spent months in 
the desert under constant stress and uncertainty about the events 
to follow, and they lived under very harsh, unsanitary, and de- 
manding conditions. 

Mobilization for the war included an unprecedented number of 
women from the active forces as well as the Reserves and National 
Guard. Over 33,000 United States military women served in key 
combat support positions throughout the Persian Gulf region. Yet 
there is a very acute lack of attention to assessing if there are long- 
term outcomes of toxic exposure common to the combat scenario 
that may pose particular and specific threats to women’s health. 

Little is known about the general health effects of combat expo- 
sure on women’s health, despite their service alongside their male 
counterparts. Since the end of the war, there has been increasing 
concern about the possible health effects for both men and women, 
and yet there has been little systematic research devoted particu- 
larly to women who were deployed in these unprecedented num- 
bers. 

To my knowledge, the two studies I have conducted to date with 
my collaborator, Dr. Amiram Vinokur, are the only randomized 
studies focusing solely on the health effects of service in the theater 
of the war on women’s health. 'These studies were conducted with 
the support of the Tri-Service Nursing Research Program, and we 
are extremely grateful to them for the resources to conduct these 
projects. 

In the first study, that was conducted 2 years after the war, we 
selected a randomized sample of 525 Air Force women from the ac- 
tive, Reserves, and Guard who were deployed to the Gulf, with a 
comparison group of women deployed elsewhere during the same 
time period. 

In a followup study conducted 2 years after that, we again meas- 
ured the health status of the same sample of women. In this follow- 
up study, we were interested to see if the physical health effects 
reported in the first year were limited to the initial year of read- 
justment or if they continued for an additional period of time. 

In the first survey, we asked respondents to report any of the 
conditions or symptoms for which they had sought medical services 
from beginning service in the armed forces. The results comparing 
the ratings of both general as well as gender-specific health prob- 
lems indicated there were no differences in the baseline. That’s an 
average of about 10 years of military service prior to the war. 

But there was no difference between those deployed in the Gulf 
and those deployed elsewhere on any of the baseline symptoms. 
Therefore, women deployed to the theater and those deployed else- 
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where were equivalent in terms of their prior health status. When 
we analyzed health problems based on the length of time in the 
theater, however, we found very significant findings. 

Among the general health problems, there were significant dif- 
ferences between the two groups in reports of skin rashes, and dif- 
ferences in depression between the two groups, unintentional 
weight loss, insomnia, and headaches. Health problems are higher, 
in general, for those serving in the Persian Gulf region, and ratings 
are highest among those no longer in the military. Presumably, 
some have left due to health reasons. 

When we conducted our followup survey 2 years after the first 
one, which was about 4 years after the war, we found a very dif- 
ferent display of s 3 miptoms, with the exception of the skin rashes, 
which continue to persist among those that had served in the thea- 
ter. 

The symptoms reported in the first survey included depression, 
unintentional weight loss, and insomnia, but they were no longer 
statistically significant. However, the problems of cough and res- 
piratory problems, irritability, joint and muscle pain were reported. 
Also, memory problems were very significantly different between 
those deployed to the Gulf and those deployed elsewhere. 

The same was true in gender-specific health problems, and this 
is where I would like to draw your attention today. When we 
looked at the prior gynecologic and reproductive health of the 
women, there- had been no differences between the two groups that 
either were deployed to the Gulf or deployed elsewhere. 

However, when we measured this group after the war, we found 
that there were striking differences between those deployed in the 
theater and those deployed elsewhere. We found significant dif- 
ferences, for example, in the reporting of lumps or cysts in the 
breast, and findings of abnormal PAP results. Both were clinically 
and statistically significant and require much further investigation. 

In summary, we believe that there is sufficient evidence to war- 
rant further study of the group of health problems, including rash- 
es, depression, cough, unintentional weight loss, insomnia, joint 
pain, and memory problems. We need to look closely for other ex- 
planations for the vague configuration of symptoms, despite the 
fact that they do not fit into existing diagnostic categories. 

Vigilant followup and care of those no longer in the military is 
warranted, since it appears that poor health following the Gulf war 
may have been a contributing factor to their leaving the military. 
The incidence of gender-specific health problems, in particular, 
warrants further attention emd points directly to the unique health 
care needs of military women. 

Specifically, there is a need for rigorous followup on the signifi- 
cant findings concerning changes in breast lumps and cervical al- 
terations that have been reflected in our finding of a twofold in- 
crease among women serving in the Persian Gulf. We need to know 
now if there are gynecologic or reproductive problems that may 
pose a risk to future generations that are the beneficiaries of 
health care. 

The opportunity to study the health consequences of Persian Gulf 
veteran women in a timely fashion meets a critical and longstand- 
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ing need. The priorities for a national agenda of military women’s 
health research should, in my opinion, include the following: 

First, we should commit the needed resources to establish the 
prevalence of health problems of Gulf war veteran women in well- 
designed epidemiologic studies. 

Second, we need to document and monitor the health effects of 
occupational and environmental stressors found in combat to better 
understand the effects of gender, menstrual cycle, reproductive ca- 
pability, and the interaction of these factors on the health and well- 
being of American women who serve their country in uniform. 

In this regard, we must all recognize that environmental and oc- 
cupational exposures may affect women differently than men, and 
we need to have scientific information upon which we can reliably 
determine if there are preventable risks that are associated with 
specific military duties, certain deployment locations, or a combina- 
tion of factors. 

The third priority acknowledges that women play a key role in 
the military readiness of this country, and keeping them healthy 
is as vital to our Nation’s defense as other members of the armed 
forces. 

It is time that attention is given to better predeployment health 
screening of women, improved gender-specific he^th care for 
women in deployed locations, and better surveillance and treat- 
ment of health problems in the postdeployment period. 

Ultimately, we hope that future research will help us determine 
if there are preventable risks to women that are associated with 
military duties, so that they can be modified to protect the health 
and reproductive capability of service women during times of peace 
as well as war. 

Thank you very much. 

[The prepared statement of Ms. Pierce follows:] 

Prepared Statement of Penny F. Pierce, R.N., Assistant Professor, School of 
Nursing, University of Michigan 

The Gulf War imposed unique threats and stressors on our mUitary forces as a 
prolonged buildup led to a short and decisive victory. However, many troops spent 
months in the desert under constant stress and uncertainty about the events to fol- 
low living under harsh, unsanitary and demanding conditions. Mobilization for the 
Gulf War included an unprecedented proportion of women from the active forces 
(7%) as well as the Reserve and National Guard (17%). Over 33,000 U.S. military 
women served in key combat-support positions throughout the Persian Gulf region 
(U.S. Dept of Defense, 1992). Yet, there has been a lack of attention to assessing 
if there are long-term outcomes of toxic exposure common to the combat scenario 
that may pose particular and specific threats to women’s health. 

Little is known about the general health effects of combat exposure on women’s 
health despite their service alongside their male counterparts. Since the end of the 
war there have been increasing concerns about the possible health effects for both 
men and women yet there has been little systematic research devoted particularly 
to women who were deployed in imprecedented numbers. To my knowledge, the two 
studies I have conduct^ to date, with my collaborator, Dr. Amiram Vinokur, are 
the only randomized studies focusing solely on the health effects of service in the 
theater of the war on women’s healui. These studies were conducted with support 
of the Tri-Service Nursing Research Program and we are grateful to them for the 
resources to conduct this project in the first study, we select^ a randomized sample 
of 525 Air Force women from the active, reserve, and guard who were deployed to 
the Gulf with a comparison group of women deployed elsewhere during the same 
time period (Sept. 1991-Aug. 1993). In a follow-up study, conducted from September 
1994 to August, 1995, we again measured the health status of the same sample of 
women. In this follow-up study we were interested to see if the physical health find- 
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ings reported in the first year were limited to the initial year of readjustment or 
if they continued for an additional period of time. 

In the first siirvey we asked the respondent to report any of the conditions or 
symptoms for which they sought medical services since beginning service in the 
armed forces. Results comparing the ratings of both general as weU as gender-spe- 
cific health problems indicated that there were no differences between those de- 
ployed to the Gulf and those deployed elsewhere on any of the baseline symptoms. 
Therefore, the women deployed to the theater and those deployed elsewhere were 
equivalent in terms of their prior health status. When we analyzed health problems 
based on the length of time ^ in the theater, we found several significant findings. 

Among the general health problems, there were significant differences in the first 
survey in reports of skin rasnes between women who did not deploy to the theater 
and women who were in the theater over 120 days (1.17® vs. 1.50, p=.008), signifi- 
cant differences in depression between those deployed elsewhere and those in the 
theater less than 120 days (1.84 vs. 2.22, p=.03), unintentional weight loss was sig- 
nificantly different between those deployed elsewhere and those in the theater (1.07 
vs. 1.27, p=.006) as well as a significant difference between those in the theater less 
than 120 days and those in theater more than 120 days (1.03 vs. 1.27, p=.006), and 
reported frequency of insomnia was significantly different between those deployed 
in the theater less 120 days and those deployed elsewhere (2.34 vs. 1.90, p=.04). 
Health problems are higher in general for those serving in the Persian Gulf region 
and ratings are highest among &ose no longer in the military, presumable some left 
due to hemth reasons. 

When we conducted a foUow-up survey 2 years after the first and 4 years after 
the war, we found a different display of symptoms with the exception of skin rashes 
which continues to persist among those who served in the theater. The symptoms 
reported in the first survey including depression, unintentional weight loss, and in- 
somnia are no longer statistically significant. However, reports of cough emerges as 
a significant findings between those deployed elsewhere and those deployed to the 
theater less than 120 days (1.49 vs. 1.91, p=.004) as well as those remaining in the 
theater over 120 days (1.49 vs. 1.85, p=.0()4). Also, reports of memory problems are 
significantly different between those deployed elsewhere and those in theater less 
than 190 days (1.60 vs. 2.13. p=.008). 

Based on the findings of our first siuwey there were no differences in reported 
gender specific health problems between women who deployed to the theater and 
those deployed elsewhere on the basis of their prior gynecologic and reproductive 
health (during the entire length of their military career). However, when the same 
group was measured again two years later, there are striking differences between 
those deployed to the theater and those deployed elsewhere. We found significant 
differences in reports of liunps or cysts in the breasts (p=.001), and headaches 
(p=.001). Findings of abnormal Pap results (4.9 vs. 10.4) is both clinically and statis- 
tically significant (p=.03) and requires further investigation. 

In summaiy, we believe there is sufficient evidence to warrant further study of 
the group of general health symptoms including: rashes, depression, cough, uninten- 
tional weight loss, insomnia, and memory problems. We need to look closely for 
other explanations for the vague configuration of symptoms despite the fact that 
they do not fit into existing diagnostic categories. Vi^ant follow-up and care of 
those no longer in the military is warranted since it appears that poor health follow- 
ing the Gulf War may have been a contributing factor to their leaving the military. 
The incidence of gender-specific health problems, in particular, warrants further at- 
tention and points directly to the unique health care needs of militapr women. Spe- 
cifically, there is a need for rigorous follow-up on the significant findings concerning 
changes in breast lumps and cervical alterations that are reflected in the two-fold 
increase among women serving in the Persian Gulf We need to know now if there 
are gynecologic or reproductive problems that pose a risk to future generations that 
are the beneficiaries of militaiy health care. 

The opportunity to study the health consequences of Persian Gulf women in a 
timely fashion meets a critical and long-standing need. The priorities for a national 
agenda of military women’s health research should include tlie following: First, we 
should commit the needed resources to establish the prevalence of health problems 
of Gulf War veteran women in well-designed epidemiological studies. Second, we 


^ Mean and median length of time for deployment in the theater was 120 days so the analysis 
for those deployed to the Persian Gulf includes one group deployed less than 120 days and an- 
other group deployed over 120 days. 

® These niunbers represent the mean severity rating of each symptom based on how often they 
experienced the symptom (l=hardly ever or never, 2=about once a month or less often, 3=about 
2-3 times a month, 4=about once a week, 5=about 2-3 times a week, 6=about every day). 
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need to document and monitor the health effects of occupational and environmental 
extremes found in combat, to better understand the effects of gender, menstrual 
cycle, reproductive capability, and the interaction of these factors on the health and 
well-being of American women who serve their country in uniform. In this regard 
we must all recognize that environmental and occupational exposures may affect 
women differently than men and we need to have scientific information upon which 
we can reliably determine if there are preventable risks that are associated with 
specific milita^ duties, certain deployment locations, or a combination of factors. 
The third priority acknowledges that women play a key role in the military readi- 
ness of this country and keeping them healthy is as vital to our nation’s defense 
as any other member of the arm^ forces. It is time that attention is given to better 
predeplosunent health screening of women, improved gender-specific health care for 
women in deployed locations, and better surveillance and treatment of health prob- 
lems in the postdeployment period. Ultimately, we hope that future research will 
help us determine if there are preventable risks to women that are associated with 
mihtary duties so they can be modified to protect the health and reproductive capac- 
ity of our servicewomen during times of peace as well as war. 

Mr. Shays. Thank you. 

Dr. Umovitz. 

Mr. Umovitz. Thank you, Mr. Chairman. 

I am grateful to this subcommittee for allowing me to discuss 
some preliminary research findings on Persian Gulf-related ill- 
nesses or, as I will call it, “Gulf war syndrome.” 

My name is Howard Umovitz. I am a research microbiologist and 
immunologist from the University of Michigan, as my two col- 
leagues are here. I have served as a postdoctoral fellow in the De- 
partment of Pathology at both Washington University in St. Louis 
and at the University of Iowa. I have spent the last 11 years in bio- 
technology firms and founded my own company in 1988. 

One of my research efforts is focused on how chemical and infec- 
tious agents interact to initiate and maintain a chronic disorder. I 
became actively involved with the mysterious, unexplained ill- 
nesses surrounding Gulf war syndrome because the symptoms are 
similar to those of over a dozen imexplained epidemics over the last 
60 years. The common features of these various illnesses include 
headache, muscle pain, slight paralysis, damage to the brain, spi- 
nal cord, peripheral nerves, mental disorders, and minimal or no 
fever. These epidemics have had a number of names over the years, 
including epidemic neuromyasthenia, benign myalgic encephalo- 
myelitis, Icelandic Disease, chronic fatigue syndrome, post-polio 
syndrome, and post-viral fatigue syndrome. 

The difficulty in defining these various types of sjmdromes has 
been the lack of clearly defined, objective clinical markers. It is for 
this reason that my colleagues and I began trying to identify mark- 
ers for Gulf war syndrome. 

Various reports on Gulf war syndrome suggest that there might 
be an underlying problem with the immune system. Therefore, the 
first marker for our studies was selected because of the substantial 
body of literature on the subject: the antibody response to the polio 
vaccine. A survey study was designed to test whether military per- 
sonnel who had developed symptoms of Gulf war syndrome had ex- 
pected antibody responses to the oral polio vaccine. According to 
government records, military personnel were given an adult booster 
just prior to their deployment to the Persian Gulf war. 

A serum survey was conducted on age-matched subjects in three 
groups: First, 345 randomly selected, nonmilitary civilians; second, 
134 subjects deployed to the Persian Gulf, many of whom had 
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symptoms consistent with Gulf war syndrome, 35 veterans from 
California and 99 from Arkansas; and the third, 32 Arkansas veter- 
ans who were not deployed to the Gulf. These studies were done 
in collaboration with Dr. Susan Guba, assistant professor of medi- 
cine and pathology at the University of Arkansas for Medical 
Sciences and the Little Rock Department of Veterans Affairs Medi- 
cal Center; Prof. Marie Chow, who is professor of microbiology, im- 
munology, and pathology, also at the University of Arkansas for 
Medical Sciences; and Dr. Jean Higashida, who is chief of 
rheumatology at the Veterans Affairs Northern California Health 
Care System. 

The response of the random civilian population showed the ex- 
pected level of antibodies to all three strains of the polio virus. A 
small difference was noted among the test groups with respect to 
the antibody to polio type I. In contrast, the serum from the mili- 
tary test groups, both deployed and not deployed, showed an unex- 
pectedly low response to polio type II. Moreover, only the deployed 
military personnel showed a low antibody response to polio t 3 npe 
III. The levels found in the nondeployed group of veterans were not 
significantly different from that of the general public. 

The poor antibody response to polio suggests and supports the 
concept that there is an underlying problem with the immune re- 
sponse of Persian Gulf war military to a vaccine considered to be 
effective over the last four decades. 

It is important to note that several recent studies have suggested 
that prolonged and aggressive antibiotic therapy appears to abate 
many of the symptoms associated with Gulf war S 5 mdrome. Usu- 
ally, the therapy takes longer than ordinary treatments, that is, 6 
to 9 weeks instead of the usual 3 weeks, and in many cases the 
symptoms return when the therapy is discontinued. It is not clear 
whether the response is directly due to the control of some anti- 
biotic-sensitive microorganisms or a direct action on an inflam- 
matory or neurologic process, or some placebo effect. My strong rec- 
ommendation to this subcommittee is that controlled, rigorous clin- 
ical trials must be initiated to test the effect of various antibiotic 
and antiinflammatory agents, with continuous monitoring of diag- 
nostic markers. 

Although the failure to mount an antibody response to live polio 
vaccine has been observed in association with post-viral fatigue 
syndrome, this study cannot conclude that post-viral fatigue S 3 m- 
drome is the underlying cause of Gulf war syndrome. It is impor- 
tant to note that other mechanisms may be involved, either inde- 
pendently or in direct association. 

It is known that the Persian Gulf war was one of the most toxic 
battlefields in the history of modem warfare, as has been reported 
by Mr. James Tuite, who has written several government reports 
for the U.S. Senate on this issue. Syndromes associated with 
organophosphate-induced delayed nemopathy, OPIDN, could ex- 
plain many of the observed and unexplained illnesses. However, it 
may not be mutually exclusive to have tissue damage as a result 
of toxic exposures leading to inflammatory responses in critical tis- 
sues with ensuing opportunistic bacteriological, viral, and fungal 
infections. The continued presence of these pathogens may greatly 
impair a possible healing process. All of these risk factors need to 
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be considered in trying to understand the underlying pathology of 
Gulf war syndrome. 

The results of this serum survey actually raise more questions 
than they answer. 

First, what experience did the veterans share that would result 
in observed phenomena? 

Second, why are the nondeployed veterans showing an abnormal 
response to type II polio yet no signs of Gulf war syndrome? 

Third, why are the ill deployed veterans showing an abnormal 
response to type II and type III polio? 

Fourth, what other immunologic, neurologic, and microbiologic 
markers must be tested? 

Fifth, why does antibiotic therapy seem to result in symptom 
abatement in some of the sick veterans? Are these effects 
antimicrobial, antiinflammatory, biochemical, or simply placebo? 

Sixth, why do many of these veterans show signs of illnesses con- 
sistent with toxicologic syndromes such as organophosphate-in- 
duced delayed neuropathy or microbiological syndromes such as 
post-viral fatigue syndrome? Is there a link between chemical agent 
exposure, persistent inflammation, and microbial disease? 

As scientific investigators, we must understand that each one of 
these questions contains clues as to where we must look to solve 
the problem. There is no question in my mind that a problem ex- 
ists. It is my own personal commitment to continue to pursue the 
underlying mechanism of Gulf war syndrome. It is my ve^ strong 
belief that the results of this line of inquiry will have major impli- 
cations on our approach to diagnosing and treating other chronic 
illnesses such as cancer, neurologic disorders, which I would like 
to chronic fatigue S3mdrome in, autoimmune diseases, and AIDS. 

I appreciate the opportunity to discuss with you our survey and 
its implications. I wish to thank my collaborators who worked so 
hard to obtain samples and provide critical analysis of the data. I 
especially want to thank the brave men and women who have sus- 
tained these severe health problems from the development of this 
illness while serving their country in the Persian Gulf war. It is 
our objective to ensure that science makes every effort to determine 
the cause, course, and consequence of this illness, with the hope of 
a meaningful treatment. The American government and the Amer- 
ican people owe them no less. 

I ask that the full text of my statement be submitted for inclu- 
sion in the record of the hearing. Thank you. 

Mr. Shays. Thank you. 

I would just like to note for the record, it’s not often, when we 
have a department come and testify, that they stay and listen to 
the testimony of those who follow them. I just want to thank Dr. 
Garthwaite and others who stayed. That’s very nice of you to do 
that. 

Mr. Towns. I would like to associate myself with that remark. 

Mr. Shays. I think one of the bottom line points is that each of 
you have done research that would — and all of you are proponents 
for continued research, potentially at government expense, that 
would pursue areas that you have spent a lot of time and focus on. 
And that would add to our point that we had better make sure 
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we’re not hsTJocrites on this side, saying, “Well, this needs to be 
done.” We need to make sure there’s money to do it. 

I don’t have the ability to know whether any of the three of you 
deserve to have something funded or not. But you struck the staffs 
consciousness in terms of the work you have done, and it seems 
fairly thorough. So I’m just going to say that I’m happy to have 
given you all this platform to make a very important point as it 
relates to your area of expertise. We certainly don’t have the ability 
to evaluate it, but others do. 

What does interest me, though, is that all of you got drawn into 
this. You got drawn into this in part because you started to see 
symptoms that you had been aware of, or, in the case of you. Dr. 
Pierce, you have been intrigued with this issue of how are women 
affected differently than men. But, in all instances, you ended up 
with contact with Gulf war veterans. 

Your contact was, they came to you, or you went to them? 

Dr. Clauw. My contact with Gulf war veterans has been limited 
to date. I probably have only seen about five veterans. My contact 
is with patients who have these same types of symptoms that we 
would c^l fibromyalgia or chronic fatigue syndrome. 

Mr. Shays. So, in other words, you started reading about what 
veterans have declared as symptoms, and you have seen it in your 
own work. 

Dr. Clauw. Exactly. What I see is that symptoms that have been 
reported to be a unique illness associated with Gulf war deploy- 
ment are not at all unique. They are the same things that we see 
and call “chronic fatigue syndrome” or “fibromyedgia.” 

Mr. Shays. OK But it is not a mental disorder; it leads to a 
physical. They combine. But they actually have physical symptoms. 

Dr. Clauw. Very physical symptoms, and I think that’s one of 
the things that all of us sort of emphasized. This is a very physical 
illness. 

Mr. Shays. Doesn’t the medical community acknowledge there’s 
obviously a very real relationship between mental and physical? 

Dr. Clauw. It’s one thing to recognize that there’s a relationship; 
it’s another to act on that. What happens in the practice is that a 
lot of physicians don’t like to see this group of patients. They are 
quite frustrated with these illnesses, because we can’t diagnose 
them very well with a blood test, and we don’t have very effective 
treatment, at present, for them. 

So these people, like I said, get the runaround in the private sec- 
tor on a daily basis, just like some of the veterans have described 
to you occur in the VA hospitals or the military hospitals. 

Mr. Shays. Probably more frustrating, though, if you are a vet- 
eran, because you feel that you didn’t get sent there voluntarily. I 
mean, you did volunteer, but you went because your country called 
you. And if you do see that relationship, you do feel that the Gov- 
ernment has a specific and necessary role to play in that. 

Dr. Pierce, did you seek out veterans? Did they seek you out? Is 
it a combination? 

Ms. Pierce. My interest really stems — I’m a scientist, but I’m 
also an Air Force Reserve officer, and I spent 6 months in the Gulf 
doing aeromedical evacuation as a flight nurse. 

Mr. Shays. During the Gulf war? 
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Ms. Pierce. Yes, sir. 

Mr. Shays. So did you have veterans who came to you? 

Ms. Pierce. Yes, I did. 

Mr. Shays. Did you have trouble finding veterans? 

Ms. Pierce. You mean for the study? 

Mr. Shays. Yes. 

Ms. Pierce. Did they come to me? No, sir. We randomized them 
from the data base. 

Mr. Shays. And who provided you the data base? 

Ms. Pierce. The Defense Manpower Data Center. 

Mr. Shays. And this was funded by whom? 

Ms. Pierce. It was funded by the Tri-Service Nursing Research 
Program. It was the first year of funding, in 1991. 

Mr. Shays. But is that funded by the Veterans Department? 

Ms. Pierce. No, sir. 

Mr. Shays. I’m not familiar with the organization. Who funded 
you? 

Ms. Pierce. It’s through the Department of Defense, at the Uni- 
formed Health Services University. 

Mr. Shays. OK. DOD did it, funded you, then. OK. 

Ms. Pierce. It’s a very small pot of money, but it was an oppor- 
tunity to document the effects of war, combat exposure, on women. 

Mr. Shays. So this was not really to see, you know, if there was 
this tie-in with veterans in the Gulf. This was an opportunity to 
look at any group of women who had been in a combat environ- 
ment. 

Ms. Pierce. We looked at health effects. We were concerned 
about the effects of mother separation on their children and chil- 
dren’s adjustment. This was relatively new. 

Mr. Shays. But is the answer yes, though, to the question? The 
question being that you were really looking — your focus — ^this isn’t 
passing judgment. I’m just trying to get — ^your focus was, here is 
a group — a case study that you could have. There was a war, and 
you could go now and see it. You weren’t out to seek that there was 
a, “Gulf war syndrome?” 

Ms. Pierce. No, not at that time. 

Mr. Shays. OK. But you used the word “significant,” and you 
didn’t give statistics next to it, but you saw a disproportionate 
share of women versus the control group. In the group in the Gulf, 
you noticed a distinct difference, 

Ms. Pierce. Yes, very distinct. 

Mr. Shays. OK. 

Ms. Pierce. They are in the testimony. I just didn’t verbally give 
you all the statistics. 

Mr. Shays. Yes. So the value to our committee, aside from the 
work you’re doing with women, is that here you started doing it 
and you saw a big difference. 

Ms. Pierce. Yes, sir. 

Mr. Shays. OK. Doctor, did veterans get drawn to you, or did you 
get drawn to them? 

Mr. Urnovitz. My research is all based on survival. I’m going to 
die in the next few years of cancer. My entire family has. I’m look- 
ing for groups out there. 
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Mr. Shays. Slow down. Slow down. Slow down. Let’s take this 
more slowly. You say you are determined that you’re going to die. 

Mr. Urnovitz. My whole immediate family has died of cancer in 
the 1970’s. 

Mr. Shays. OK. 

Mr. Urnovitz. And I’m searching why. So I look for groups that 
can help me provide answers, and those two areas are AIDS and 
Gulf war syndrome. When I was giving a talk at a scientific meet- 
ing, I came back to my room — which my co-convenor is in the audi- 
ence — and I heard Representative Boyer describing a list of symp- 
toms I had just got done talking, and was confused on how this 
could make the press so quickly. And then he started talking about 
something called Gulf war syndrome. 

I then came here to the Hill to find people and was pointed to 
a group called the Northwest Veterans for Peace. These are Viet- 
nam veterans who were concerned about the fact there might be 
ill effects to veterans. They quickly mobilized samples for us, which 
we tested blinded. We didn’t want to know their identity. And then, 
when we started to realize that there was an underlying immune 
disorder, we then went through IRB approval, institutional review 
boards, at northern California, Martinez, and then at the Arkansas 
facility in Little Rock. 

So we, basically, because of our presence and also the fact that 
we put it on our Internet site, which Discover magazine picked as 
one of the top health sites on the Internet, we’ve gotten a tremen- 
dous response from eveiybody who’s got a computer. I wish more 
people did. We’ve just posted, as of last night midnight, 101 papers 
on these epidemics that have been called “mysterious,” but they are 
out there. 

Mr. Shays. OK. But the bottom line is, did veterans start to 
come to you? 

Mr. Urnovitz. Oh, yes. All you have to do is just say, “I’m con- 
cerned,” and you will get a lot of phone calls. 

Mr. Shays. When I went to vote the last time, I ran into Joe 
Kennedy. I was telling him about this hearing, and he said that, 
even though he wasn’t on a committee of jurisdiction, he spent 
about 500 hours just getting to this issue and has spent a lot of 
time on it, and has found that, it’s different groups, nobody talking 
to each other. They still haven’t connected, whether they are pri- 
vate or public. 

But he then said that — ^which kind of touches on the point — I 
want to do him justice and I won’t, and unfortunately I mentioned 
his name — ^but the bottom line is that our generation is living with 
chemicals that no other generation has lived with. And that’s, obvi- 
ously, a factor in this whole debate. 

Mr. Urnovitz. Yes. It’s a very big factor. And I want to point out 
for the committee and for testimony that we think this is solvable. 
But we also think we can get at the cause, because we’re going 
intemation£il, not just nationed, although we’ve had a lot of great 
response from the Americsms. 

There doesn’t seem to be a Gulf war syndrome in France. And 
we can probably piece together the difference of exposure in the 
French troops. We know they got the inactivated polio vaccine, but 
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we also know that they were wearing their MOP units whenever 
the alarms went off. 

So we believe strongly that our research efforts will take us to 
an international level. We know the British have Gulf war syn- 
drome. We know that the Americans have it. The French do not. 
So we’re going to focus a lot of our attention also internationally. 

Mr. Shays. That’s a strong statement to say they don’t. I don’t 
know if some veterans in France would agree or not. 

Mr. Urnovitz. Well, we’ve been looking, and we can’t find people 
to come out with the same incidence. And there’s roughly about the 
same number who served as did the British. 

Mr. Shays. See, in my simple mind, these are the — I say “simple 
mind,” But in my “uneducated mind” is probably a better way to 
say it. The clusterings to see where there are — how they did it dif- 
ferently than us and how we did it differently than them, and, you 
know, there are questions about the masks that we used and the 
viability of those masks, and so on. So there are a whole host of 
factors that, obviously, will take a long time, but our veterans can’t 
wait forever. 

Mr. Urnovitz. Well, there is a medical treatment out there now, 
but I think it should be done under clinical trials. Prolonged anti- 
biotic therapy is working for many veterans. I’ve witnessed it on 
just four, but we do know that there are about 100 that are, in fact, 
doing well. I think it should be done under clinical studies. 

Mr. Shays. I’m going to give the floor to Mr. Towns. But I will 
say that one of the challenges that I have is that I do think that 
there is a relationship between mental and physical. And when vet- 
erans have to go out of their way to convince people that they are 
sick, I think they make themselves sicker. 

That’s the thing that’s — ^you know, if we can at least get beyond 
the point where people at least believe them that they are sick, and 
then say, ‘Tou’re sick. Now, how can we help you?” I think that 
will go a long way. That will be, obviously, a nice way to start the 
healing process. 

Mr. Urnovitz. I agree. 

Mr. Shays. Mr. Towns. 

Mr. Towns. Thank you very much, Mr. Chairman. 

Let me begin by thanking ^1 of you for your testimony. 

Let me just begin with you. Dr. Pierce. In our previous hearing, 
we heard from the wife of a vet concerning her health concerns. 
Have you done any research concerning this group of women? 

Ms. Pierce. No, I haven’t, personally. 

Mr. Towns. Thank you. 

Mr. Shays. You’re talking about the spouses. 

Ms. Pierce. Spouses. 

Mr. Towns. Yes. 

Ms. Pierce. No, I haven’t. 

Mr. Towns. You haven’t. OK In our first hearing on this subject, 
several of the veterans testified about the Department of Defense 
responsibility in keeping and forwarding medical records to the VA. 
Do you believe that this is a fair criticism, and, if so, what sugges- 
tions would you offer to assist in improving record coordination? 
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You know, Fm very concerned about coordination. I guess you 
probably detected that by now. Any comments on that, either one 
of you? 

Mr. Urnovitz. We would certainly like to have access to a data 
base of the units. I think you were asking all the right questions 
this morning. If you’re going to do a good epidemiology, I wouldn’t 
do it self-serving. I would go out there and make sure that there 
was some way to find out what units were in what positions, what 
their vaccine records were, what their exposure records were. Tie 
it to the chemical logs that were — ^you know, let’s do a real study 
here. 

My fear is, we may blow the neatest opportunity medical science 
has ever had because a tragedy happened and we refused to ac- 
knowledge it. You knew that there were roughly 700,000 people 
over there; about 10 percent are ill. You knew they weren’t ill when 
they went over there. And I would like to see coordination going 
on. 

So we’ve set up our own little Web site, but certainly we would 
like to be a little bit more formal in being able to have access to 
unclassified documents. I’m not here to tell the military how to run 
their business, but I would like to be an advisor, because we think 
we have strong experience, too. But we really need access to medi- 
cal records. 

Mr. Towns. Are we talking about a lot of money in order to do 
this, you know? Are we talMng about a lot of money in order to 
do this? 

Mr. Urnovitz. I did my study, personally, for less than $50,000. 
And I think that it’s not a question of throwing money at it. I think 
you have to throw the right resources at it. 

I think the comment that was made earlier was absolutely per- 
fect, and that is that we have seen these unexplained illnesses for 
years and years. And I think you’re developing a whole new branch 
of medicine, which we’re not going to get into at this hearing, but 
that the fact is, we need to put the right talented people together. 
And I don’t think it’s just going to be government scientists. You’re 
going to have a lot of nongovernment scientists that should be in- 
volved. 

I also would like to say, a lot of patient advocates on the board, 
also, making sure we’re all on the right page, doesn’t hurt. We’ve 
been very, very effective in making sure people oversee what we’re 
doing. 

Dr. Clauw. I would like to make just a brief comment, if I could. 
Mr. Towns, you’ve been asking today about coordination. There is 
a tremendous lack of coordination within the National Institutes of 
Health with these ssune types of issues. Even though it’s clear, for 
example, that chronic fatigue syndrome, fibromyalgia, somatoform 
disorders, migraine headaches, TMJ s 3 mdrome, all of these ill- 
nesses track together, they have the same inciting factors, the 
same kinds of treatments, the different institutes don’t talk to each 
other. 

What happens is that there will be an RFA or an RFP for TMJ 
syndrome from the Dental Institute, and then there will be one 
from NIAM’s for fibromyalgia. And what we really need is that 
these research efforts become more integrated, and to recognize 
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that this is a very big problem. Perhaps the Office of Women’s 
Health could organize it, because these illnesses are overrepre- 
sented in women, although they don’t occur exclusively in women, 
by any means. 

Once again, this is not just a DOD issue or a VA issue. I think 
what you’re hearing from all of us is, that this is a bigger problem. 
And we do need to throw some money at it, or at least redirect 
some money at it, because the amount of money that we spend per 
fibromyalgia or chronic fatigue syndrome patient in this country is 
1/lOOth or 1/lOOOth of what we spend per cancer patient or per 
AIDS patient. 

I’m not trying to minimize those other diseases, but they don’t 
cause nearly — ^the number people is not nearly as high that are af- 
fected with those other diseases as they are with these illnesses 
we’re talking about. 

Mr. Shays. If the gentleman would yield. 

Mr. Towns. Yes. 

Mr. Shays. Our committee oversees the National Institutes of 
Health and, obviously, all of HHS. So it’s interesting how, some- 
times, when we get in one department, we end up seeing the im- 
pact on another. 

Mr. Towns. Yes. I think that the gentleman’s suggestion is a 
very good one, because as I alluded to earlier, I think sometimes 
we waste a lot of money by not having the proper coordination. As 
I talk. I’m beginning to feel that there is some need for further dia- 
log among the various department. And I think that this is a very 
serious issue. I think that we should go and try and resolve it. And 
I think that, in order to it, we need to have everybody sort of pull- 
ing the same way and that information will have to be shared. I 
think that we need to make certain that we have the necessary in- 
formation. 

Mr. Chairman, I think that whatever we can do, in terms of this 
committee, to sort of move forward, move aggressively, to sort of 
talk to DOD eind anybody else that we think might be able to give 
some information, it might be helpful. Because when I talk to vet- 
erans out there, I mean, they are very frightened about what’s 
going on, and they feel that those of us who are involved in govern- 
ment are not doing enough. 

Of course, they see you as being a part of government, Mr. Chair- 
man. I want you to Imow that. And they see me as being a part 
of government. Of course, people who have the responsibility in 
these areas, they see you as a part of government, too. So I think 
that the time has come when we should all sit down — and if there 
is some need for dollars, I think that we have to fight to be able 
to put the necessary resources there. Because we probably would 
end up saving money if we do it and do it right. 

So, Mr. Chairman, I look forward to working with you as you 
pull in DOD and, of co\irse, the NIH, and whoever else we tWnk 
could be helpful. "ITiank you very much for this hearing. 

And let me thank the witnesses for their testimony. You have 
been extremely helpful. 

Dr. Clauw. Thank you. 

Mr. Urnovitz. Thank you. 
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Mr. Shays. I thank our witnesses. Is there any comment that 
you want to conclude with? 

[No response.] 

Mr. Shays. I t hank you for coming. 

I wanted to thank oiu* court reporter. I only have the first name 
of Amy. There’s a last name. Rose. T hank you, Amy Rose. 

I thank all our witnesses, and I thank the committee staff for 
their work on this issue. This is an issue that we’re not just touch- 
ing on and going to he forgetting about. We are going to be pursu- 
ing this and carrying it out to the end. So I thank you for your con- 
tribution to that effort. 

Again, I thank the Department of Veterans Affairs for sta 5 dng for 
the entire hearing. Thank you very much. 

This hearing is adjourned. 

[Whereupon, at 2:05 p.m., the subconunittee was adjourned.] 
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THE SECRETARY OF VETERANS AFFAIRS 
WASHINGTON 


my 21996 


The Honorable Christopher Shays 
Chairman, Subcommittee on Human Resources 
and Intergovernmental Relations 
Committee on Government Reform and Oversight 
US. House of Representatives 
Washington, DC 20515-6143 

Dear Mr. Chairman: 

At the March 28, 1996 hearing on Illnesses and Diseases Reported by Veterans Who 
Served in the Persian Gulf War, VA witnesses agreed to provide you and Congressman 
Towns with additional information regarding three issues 

Attached is that additional information. 


Sincerely yours, 



Enclosure 

JB/rlh 


cc; Hon. Edolphus Towns 
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Response to Written QinsnoNS Submitted by Hon. Christopher Shays and 
Hon. Edolphus Towns to the Department of Veterans Affairs 

Question 1: Provide the rnunber of veterans who get Social Security disability 
compensation because they can’t get disability compensation through VA. 

Answer: The Social Security Administration has identified 186 veterans receiving 
supplemental security income or disability benefits under title II. 

Social Security di^biUty compensation is not related to VA compensation. The 
two benefits are separate entitlement programs with different eli^bility criteria. 
Entitiement to one benefit neither pr^udes nor guarantees entitlement to the 
other. An individual may receive both benefits simultaneously, without offsetting 
one benefit in favor of Ihe other. 

Question 2: Provide documentation that VA has requested the Department of De- 
fense perform pre- and post-deployment physical examinations. 

Answer: The Veterans Health Administration has recommended, in a number of 
forums and through a variety of means, that better health screening including a 
physical examination be performed on m^tary service members before and after a 
deployment. VA staff have raised this issue during meetings of the Clinical Working 
Group of the Persian Gulf Veterans Coordinating Board. Veterans Health Adminis- 
tration staff also participated with the DoD Operational Medical Surveillance Plan 
Work Group. This work group considered flaws in current capability, what future 
deployment needs were and how a draloyment medical surveillance plan should be 
shapM. No formal minutes ftom the Work Group dehberations are available but the 
VA advocated pre- and postrdeployment plwsical examinations to that group. The 
final product of that process is the Bosnia Deployment Plan which reflects the les- 
sons learned finm the Persian Gulf War, with attention to potential health risks in 
the Bosnian theater. We understand this plan has already been provided to you by 
DoD staff. Current activities include a REGO II Project Initiative between VA and 
DoD on Deployment Related Issues (Attachment). In that collaborative effort, VA 
has stressed again our view that routine annual physical examinalions, pre-deploy- 
ment health screening, and post-deployment physical examinations are of utmost 
importance to veterans’ health and a better understanding of the medical con- 
sciences of militaiy deployment. 

Question 3: Does VA have enough resources to conduct research into the illnesses 
of Persian Gulf veterans? If not, how much additional resources are needed? 

Answer: At the current time, resources to investigate the health problems of Per- 
sian Gulf veterans are adequate. VA spent over $2.5 million in appropriated re- 
search funds on Persian Gulf-related research in FY ’95. VA is firmfy committed to 
allocating appropriate research resources to the investigation of health problems of 
Persian Gulf veterans. Furthermore, in its role as the coordinator of the Federal re- 
search effort, VA is proactive in identifying important areas of research on Persian 
Gulf veterans’ illnesses that need addr^sing by VA and other agencies. As new re- 
search results become available, the scope of the research effort could change neces- 
sitating alternations in resource commitments through appropriate budgetary proc- 
esses. 


Deployment Related Initiatives 

REGO n PROJECT VA/DOD HEALTH CARE SYSTEMS 
ISSUE 

Deployment Initiatives: 'The purpose of this initiative is to develop collaborative 
relationships with DoITs Offfce of Health Affairs to address their current oper- 
ational procedures and to exchange information concerning VA’s policies and proce- 
dures for follow-up of veterans’ health concerns. Through this informational ex- 
change a continuum of medical care fiem the active duty troops through their vet- 
eran status will be coordinated. 


WORKGROUP MEMBERS 

Susan H. Mather, M.D., M.P.H., Veterans Health Administration, Washington, 
D.C.; Fran M. Murphy, M.D., M.P.H., Veterans Health Administration, Washington, 
D.C.; Han Kang, Ph.D., Veterans Health Administration, Washington, D.C.; Tim 
Gerrity, Ph.D., Veterans Health Administration, Washin^n, D.C.; Craig Hyams, 
M.D., Veterans Health Administration, Washington, D.C.; A1 Batres, M.D., Veterans 
Health Administration, Washington, D.C.; Artie Shelton, M.D., Veterans Health Ad- 
ministration, Washington, D.C.; Quinton Kinderman, Veterans Benefits Administra- 
tion, Washington, D.C.; CoL Richard Beauchemin, DoD, Pentagon, Washington, 
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D.C.; Col. Salvatore Cirone, DoD, Pentagon, Washington, D.C.; and Cdr. Larry 
Grubb, DoD, Pentagon, Washington, D.C. 

BACKGROUND 

VA’s Office of (then) Environmental Medicine and Public Health coordinated with 
the Army Office of Preventive Medicine when setting up the Persian Gulf Registry 
in early 1991. However, this was primarily information sharing and was a continu- 
ation of some of the post Vietnam efforts. 

Two DoD representatives serve on the VA’s Persian Gulf Expert Scientific Com- 
mittee, and have arranged briefings on subsequent deployments for that group. 

The establishment of Die Persian Gulf Coordinating Board (PGCB) marked a 
turning point in substantive interaction and cooperation between DoD and VA. 

RECOMMENDED STRATEGY 

Through the PGCB, VA, DoD and HHS share information, coordinate research, 
clinical and benefits issues and responses. This has been discussed with Dr. John 
Mazzuchi, Director, DoD’s Office of Health Affairs, and he has agreed to support the 
Board as needed with assignments of active duty health care professionals for an 
indefinite period of time and to explore the expansion of issues beyond those related 
to the Persian Gulf 

The Medical Surveillance Plan for US Ground Troops Being Deployed to Bosnia 
has been shared with VA and plans are underway to establish a small VA/DoD/HHS 
Working Group to monitor the surveillance. This activity has DoD support for VA 
involvement. One goal is for both Departments to addiress surveillance concerns 
noted in the medical records of Persian Gulf veterans. 

PRIORITY 

A priority is to develop methodologies to share information with DoD so that a 
continuum of care can be implemented to the benefit of individual veteran. Past 
military conflicts, i.e. Vietnam and Persian Gulf, serve as illustration where both 
important medical information is recorded and highlights areas where additional 
work is needed. In addition, by developing complementary and consistent medical 
query in original care (i.e., DoD) and foUow-up care (i.e., VA) a smooth transition 
will result for the individual patient as he/she moves from one health care system 
to the other. 


WORK PLAN 

It is planned to continue the PGCB’s existence to address future deployments. Dr. 
Mazzuchi has agreed with this plan and is supportive of it. 

Explore ways that VA Medical Center staff can supplement the pre- and post-de- 
ployment mescal examinations for the National Guard and Reserves. There were 
some inadeouates in some of the Persian Gulf medical records. A working group 
consisting of VA, DoD, Guard and Reserve medical administrators has been estab- 
lished to address these issues. 

Collaborations will begin with the U.S. Army Center for Health Promotion and 
Preventive Medicine (USACHPPM) to track and assess environmental exposures 
and medical outcomes for future deployments and operations in Joint Endeavor 
(Bosnia). This has been discussed with DoD personnel and there is agreement to col- 
laborate on a plan of action. 



THE STATUS OF EFFORTS TO ffiENTIFY 
PERSIAN GULF WAR SYNDROME, PART III 


TUESDAY, JUNE 25, 1996 

House of Representatives, 

Subcommittee on Human Resources and 

Intergovernmental Relations, 
Committee on Government Reform and Oversight, 

Washington, DC. 

The subcommittee met, pursuant to notice, at 2:08 p.m., in room 
2247, Rayburn House Office Building, Hon. Christopher Shays 
(chairman of the subcommittee) presiding. 

Present: Representatives Shays and Fattah. 

Also present: Representative Buyer. 

Staff present: Lawrence J. Halloran, staff director and counsel; 
Kate Hickey and Robert Newman, professional staff members; 
Thomas M. Costa, clerk; and Cheryl Phelps, minority professional 
staff. 

Mr. Shays. Some time ago we decided to convene this hearing, 
our third on Gulf war issues, to discuss lapses in the coordination 
of medical data between the Department of Defense (DOD) and 
Veterans Affairs (VA). 

During our previous hearings, it became clear that information 
on pre- and post-deployment physicals, exposure risks and troop lo- 
cation data were not being sh^d effectively by the two depart- 
ments. In particvilar, I expressed my doubts about the adequacy of 
data on neoplasms or tumors occurring in Gulf war veterans. 

One corrosive by-product of this uncoordinated approach has 
been denials: denials by VA doctors that Gulf war veterans’ ill- 
nesses are physiologically based, denials by the VA of service-con- 
nection for cancer claims, denial by the VA of compensation claims 
and blanket denials by the Pentagon that chemical or biological 
agents were present in the Gulf war. 

Last Friday, the wall of official denial began to crumble. At last 
there is the admission of direct evidence, corroborating the over- 
whelming circumstantial evidence produced by veterans and others 
over the past 5 years, that U.S. troops were exposed to chemical 
and biological warfare agents. 

Perhaps now, shed of the need to defend premature conclusions 
about what did not happen in that far away desert, the Depart- 
ment of Defense and Veterjuis Affairs can be about the task of 
helping those suffering the effects of what obviously did happen. 

Perhaps now we will finally be able to admit that the chronic, 
debilitating ailments suffered by Gulf war veterans are, in fact, 

( 207 ) 
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caused in part by low level exposure to the toxic mix of pernicious 
agents detected throughout the combat theater. 

Perhaps now the true history of the Gulf war can be written in 
veterans’ survival rates, not mortality statistics. Perhaps now we 
can stop studying Gulf war illnesses literally to death. Perhaps 
now. 

As a Nation, our obligation is to reach reasonable conclusions 
about the causes of veterans’ illnesses in time to be of help to the 
living. 

Still, the sad fact remains that through painstaking, sometimes 
disingenuous denial of even the possibility of such exposure, pre- 
cious time and precious lives have been squandered. 

The report the Pentagon hastily announced last Friday merely 
confirmed information provided by United Nations inspectors in 
1991. 

That delay is S3miptomatic of the languid, disjointed approach to 
Gulf war veterans’ problems by DOD and VA noted by witnesses 
before this subcommittee and others. Friday’s announcement 
should give the diagnosis and treatments of Gulf war illnesses a 
sharper focus and renewed urgency. 

That focus should be on the effects of low level exposure to chem- 
ical and biological agents, effects already known to include the joint 
pain, headaches, fatigue, rashes, insomnia, paralysis, loss of sensa- 
tion as well as many other symptoms that have come to be called 
the Gulf war syndrome. 

Other theories of causation — exposure to oil fires, reaction to vac- 
cines, reaction to anti-nerve drugs, infection by indigenous agents 
and exposure to depleted uranium — should now be evaluated as 
secondary risks in the context of probable chemical and biological 
contamination. 

The announcement last week that United States personnel had 
exploded an Iraqi munitions bunker that contained chemical weap- 
ons dramatically underscored the importance of the issues that 
bring us here today. Accurate, timely and transportable informa- 
tion on matters affecting the health of Gulf war veterans is an es- 
sential component of the care they have earned. 

To determine the extent to which the United States troops in, 
around and downwind of the Iraqi bunker may have been vulner- 
able to low level exposure, both DOD and VA need simultaneous 
access, simultaneous access to accurate troop location data, medical 
histories and meteorological information. 

But troop location data is still not available to the VA. Medical 
histories of active duty and reserve troops are inconsistent or in- 
complete. Some medical data simply does not survive the trip be- 
tween the incompatible VA and DOD recordkeeping systems. 

There even appears to be some dispute about the accuracy of the 
meteorological data upon which the Defense Department relies to 
discount the theory that our own bombing of Iraqi chemical weap- 
ons plans and depots resulted in the contamination of United 
States and allied troops. 

Finally, I remain more than a little suspicious about the ade- 
quacy and utility of DOD and VA health registry data. With spe- 
cific regsird to benign and malignant tumors, for example, data, on 
the one hand, that is pronounced biased or otherwise inadequate 



209 


to support a conclusion that Gulf war veterans are getting an un- 
usual number of cancers cannot be, on the other hand, used to dis- 
prove the same conclusion. Yet, that appears to be the official posi- 
tion. 

On March 11, Brian Martin testified before our committee about 
the debilitating effects of the chronic ailments he suffers as a result 
of his service in the Gulf, service as a member of the Army’s 37th 
Airborne Engineer Battalion, which demolished the munitions 
bunker now thought to have contained chemical weapons war- 
heads. 

He has had to fight harder to survive at home than he did in the 
Iraqi desert, overcoming daunting physical and bureaucratic obsta- 
cles. 

Many more Gulf war veterans, their families, and the survivors 
of those who died, face the same barriers of denial. 

Our punx>se here today is oversight. Through vigilant and con- 
structive inquiry, we seek to make sure those responsible for the 
care of Gulf war veterans and their families meet that duty with 
the same selflessness and sense of urgency those veterans brought 
to the service of their Nation. 

We welcome our witnesses, and we appreciate their taking the 
time to participate in what I believe is very important work. 

Mr. Shays. Mr. Fattah, serving as the rating member today, 
your opening statement. 

Mr. Fattah. Thank you, Mr. Chairman. Congressman Green has 
an opening statement that I’d like to submit for the record. 

[The prepared statement of Hon. Gene Green follows:] 

Prepared Statement of Hon. Gene Green, a Representative in Congress 
From the State of Texas 

Thank you, Mr. Chairman, for calling this, the third hearing on the sickness 
known as Persian Gulf War Syndrome. Tliese hearings have shown the necessity of 
improved record keeping and coordination between the Department of Defense and 
the Department of Veterans Affairs. More and more, technology and the expecta- 
tions of the public require that the government agencies in charge of the health and 
well-being of our soldiers be closely monitored. This requires a more thorough sys- 
tem of record keeping than it evidently in use by DOD and the VA. 

It is my intention that today’s hearings will shed some light on the reasons why 
the DOD and VA are not coordinating as well as they should be. Perhaps the rea- 
sons deal with bureaucratic turf, or conflicting missions mven to the Departments 
by Congress. Nevertheless, I believe this subcommittee has learned of important 
shortcomings in the record keeping system of the health of our soldiers and we defi- 
nitely need to repair it. 

Thank you, Mr. Chairman. 

Mr. Fattah. Let me make a few comments beyond that state- 
ment that it’s obvious that the Congress has shown a great deal 
of interest in this matter. 

Having reviewed the records since September 1992, the Congress 
has held a number of hearings, and the 103d Congress authorized 
both priority treatment for Persian Gulf veterans and for the provi- 
sion of disability compensation for those with illnesses that were 
part thereof of what has come to be known as the Gulf war syn- 
drome. 

I welcome these hearings today. I start these hearings, however, 
believing that both the Department of Defense and Veterans Af- 
fairs, obviously, are doing all that they can do to respond to these 
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issues and looked forward to us addressing and hearing from them 
on these matters as we go forward. So thank you. 

Mr. Shays. I thank the gentleman. I appreciate your cooperation 
with this committee throughout its year and a half. 

We have Mr. Buyer, who is a member both of the Veterans Com- 
mittee and the National Security Committee and also a Gulf war 
veteran who has been at the forefront of this issue for as long as 
it has been an issue since 1991, and I appreciate your participation 
today, Mr. Buyer. 

Mr. Buyer. Thank you, Mr. Chairman. I have an opening state- 
ment, if I may. Mr. Chairman and members of the subcommittee, 
thank you very much for allowing me to make part in these hear- 
ings. I also believe that thej^re very timely as it has been a while 
since the Congress has taken a look at this issue. 

We’ve had hearings, as the ranking member has said, not only 
on the Veterans Affairs Committee over the last 3 years but in the 
House National Security Committee, but I’m really pleased that 
Government Reform and Oversight is also taking up the issue. 

Mr. Chairman, next week our country will celebrate the 220th 
anniversary of our Nation’s independence and freedom on July 4th. 

Unfortunately, as I look out there at a lot of the faces of my com- 
rades, it’s just another day. It’s another day of actual pain and suf- 
fering and fear of the unknown. 

You see, Mr. Chairman, these are veterans who served with dis- 
tinction and honor in the Persian Gulf war, and they continue to 
fight this war on a daily basis, not only with themselves but also 
with their families. 

Many suffer from illnesses that make day-to-day life extremely 
difficult, if not impossible, not only for themselves but also for their 
families. 

I’ve met with many of these veterans and their families through- 
out this country. I’ve also traveled across the ocean and met with 
families of Gulf war veterans from the United Kingdom. 

I could close my eyes, and I would think that we’re talking to 
American veterans as I was in the United Kingdom, as they suffer 
from very similar undiagnosed illnesses. 

Many of these individuads simply want their government to tell 
them what has harmed their bodies, if, in fact, they know, and how 
do they beat these mysterious illnesses so that they can get on with 
their lives. 

Mr. Chairman, as a veteran of the Gulf war, I know the sac- 
rifices these men and women and their families have made when 
they’re called to serve their country. 

We, in Congress, with the strong bipartisan support not only of 
Congressman Joe Kennedy, Lane Evans and myself, have pio- 
neered legislation that have provided for the health care access to 
Gulf war veterans. 

We’ve opened up the veterans health system for these veterans — 
we did that over 3 years ago — and we funded numerous studies. 

And I compliment you. Dr. Joseph. I’ve had a review of your lat- 
est release. I’d like to go over some of that with you here today on 
some of the funding, ^me of the decisionmaking process for those 
funds we’ll discuss here today. 
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Well, I think much progress has been made. I think these hear- 
ings are, in fact, critic^ to check and ensure our policies are being 
implemented. 

One in particular we’U also get into. Dr. Joseph, is the funding 
of compensation for undiagnosed illnesses. 

While, in fact, we had that in the VA, we also put it in the Octo- 
ber 1994 Defense authorization bill. Fm curious as to how much of 
that has been implemented. 

I think these hearings are extremely important, but Mr. Chair- 
man, what causes me great concern and challenge during my 3 
years of working on this issue is, I think, there are continued at- 
tempts by some within the Department of Defense to discount and 
discredit the Gulf war illnesses. 

You see, Fm one that cringes every time I hear someone refer to 
it as the Gulf war syndrome, I cringe because 3 years ago Fm 
someone that stepped forward and said there is no sole-source 
cause here. 

Refer to it as the Gulf war illnesses. A s 5 mdrome refers to some 
form of sole-source cause, and you’re not going to find that in the 
Persian Gulf war. 

You’re going to find many different forms of causation, and it 
should be referred to as the Gulf war illnesses, not the Gulf war 
syndrome. 

I do look forward to this hearing, and I appreciate, Mr. Chair- 
man, you having me here to testify. I am bothered, though, when 
I think that we fund so much in the Pentagon, Mr. Chairman, bil- 
lions and billions of dollars, and we spend a lot of money on ships 
and missiles and tanks, but then when we look at the pittance that 
goes to actually help those who have borne the risk and the cost 
of battle, it is not proportionate at all. And I appreciate you having 
me here today. 

Mr. Shays. If I could get some housekeeping out of the way, I 
ask unanimous consent that aU members of the subcommittee be 
permitted to place any opening statements in the record and that 
the record remain open for 3 days for that purpose and our guest, 
Mr. Buyer. Without objection, so ordered. 

And I ask unanimous consent that our witnesses be permitted to 
include their written statements in the record, and without objec- 
tion, so ordered. 

Fm going to submit in the record four documents, a report to the 
subcommittee entitled, “Chemical Biological Weapons Exposure 
and Gulf War Illnesses” by Jonathan Tucker, Ph.D., dated January 
29, 1996 — he was with the staff of the President’s Advisory Com- 
mission — a letter from Joseph F. Delfico, Acting Assistant Comp- 
troller General, General Accoimting Office, responding to the sub- 
committee’s request for evaluation of the data supplied by the VA 
on neoplasm in the Gulf war veterans dated Jime 21, 1996; a letter 
from Dr. Satcher, M.D., Director of Centers for Disease Control and 
Prevention responding to the subconunittee’s request for evaluation 
of the data supplied by the VA on neoplasms in Gulf war veterans 
dated June 21, 1996; and finally, a letter from Philip Landrigan, 
M.D., and Ethel H. Wise, Professor of Conununity Medicine and 
Chairman, Department of Community Medicine, Mount Sinai Med- 
ical Center, responding to the subcommittee’s request for evalua- 
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tion of the data supplied by the VA on neoplasms in Gulf war vet- 
erans dated June 21. 

Without objection, so ordered. 

[The Jonathan Tucker report can be found in subcommittee files.] 

[The other material referred to follows:] 

GAO 

Washington, DC, June 21, 1996. 

Hon. Christopher Shays, 

Chairman, 

Subcommittee on Human Resources and 

Intergovernmental Relations, 

Committee on Government Reform and Oversight, 

House of Representatives. 

Dear Mr. Chairman: This correspondence responds to your request that we assist 
yoiu* subcommittee in evaluating data supplied by the Department of Veterans’ Af- 
fairs (VA) on the frequency of neoplasms (growDis of abnormal tissue, or tumors) 
among veterans of the Persian Gulf war and mihtary personnel who were not veter- 
ans of that war. As we discussed with your staff, we reviewed the pertinent data 
in order to determine whether they indicated any differences in the rate of 
neoplasms; whether the differences, if any, could be attributed to Persian Gulf serv- 
ice; and, finally, what additional information would be needed to allow meaningful 
conclusions on this subject. 


RESULTS IN BRIEF 

The data that VA provided to your staff indicate that Persian Gulf war veterans 
have a substantially higher rate of diagnosis of neoplasms than nonveterans of that 
war. However, this difference is not necessarily attributable to service in the Per- 
sian Gulf. A number of explanations could be offered, and examining them would 
involve as much professional judgment as extensive statistical analysis. 

BACKGROUND 

Since the U.S. troops returned from deployment in the Persian Gulf, many have 
complained of health problems that they believe result from their service there. Re- 
search has shown that U.S. troops were exposed before, during, and after the war 
to a variety of potential hazards. These include 

• hazardous occupational substances, such as the use of diesel fuel as a sand sup- 
pressant in and around encampments, the burning of human waste with fuel oil, 
the presence of fuel in shower water, and the drying of sleeping bags with leaded 
vehicle exhaust; 

• infectious diseases, most prominently leishmaniasis; 

• prophylactic agents to protect against chemical and biological weapons; 

• depleted uranium contained in certain ammunition and in the fragments of ex- 
ploded rounds embedded in casualties; 

• pesticides and insect repellents; and 

• a large variety of compounds contained in the extensive smoke from the oil-well 
fires that enveloped the region at the end of the war. 

The data you asked us to examine relate specifically to the rate of neoplasms 
found among gulf war veterans. 


DATA SOURCES 

Because of the subcommittee’s time constraints, we did not collect original data. 
We relied exclusively on information that VA and the Department of Defense (DOD) 
had provided to the subcommittee. The VA data came from three sources: (1) Pa- 
tient Treatment Files (PTF) that include September 1990 to March 1996 data from 
VA hospital inpatient ischarge records; (2) the Persian Gulf Registry (PGR), which 
lists, among its information from 1992 to January 1996, all persons who served in 
the Persian Gulf theater of operations and who apply for care or services from VA 
or request a health examination under the PGR; (3) the Persian Gulf Mortality Fol- 
low-Up Study, a separate VA study of deaths among Persian Gulf and non-Persian 
Gulf veterans from January 1990 toough September 1993. 

VA also provided information from DOD’s Defense Manpower Data center 
(DMDC) that included population totals for both Persian Gulf and non-Persian Gulf 
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veterans.! These population statistics are not at the same level of disaggregation as 
the VA hospital PTF records, but they do provide the total number of persons who 
were deployed and who were not deployed in the gulf area during the war.^ 

We limited ovar analysis to three comparisons between veterans of the gulf war 
and veterans who did not serve there. We compared their (1) rates of diagnosis of 
neoplasms, (2) rates of surgical procedures relating to neoplasms, and (3) rates of 
hospital discharge as reflect^ in PTF. 

OUR ANALYSIS 

We combined the VA data on the number of neoplasms diagnosed for both Persian 
Gvdf veterans and non-Persian Gulf veterans with the DMDC population statistics 
to form neoplasm rates for each group. The number of neoplasms reported for Per- 
sian Gulf war veterans represents a total of diagnoses from both PTF and PGR, 
while the count of neoplasms for non-Persian Gulf war veterans is derived from PTF 
data.3 The rate of neoplasm diagnosis among Persian Gulf veterans is more than 
three times higher than that for non-Persian Gulf veterans. 

TABLE 1.— NUMBER AND RATE OF DIAGNOSIS OF NEOPLASMS 



Deployment 

Diagnosed 

neoplasms 

Total veterans 

Rate/percent of 
diagnosed 
neoplasms 

Persian Gulf 

Elsewhere 


1,691 

1,092 

696,665 

1,605,087 

0.0024/0.24% 

0.0007/0.07% 


A number of explanations could be offered for this difference between the two 
groups in table 1. One is that Persian Gulf veterans may be more likely to seek 
treatment at VA hospitals than their peers who served in other areas during the 
gulf war period and, ffierefore, VA is more likely to diagnose and record any medical 
conditions they present. 

We were able to test this hypothesis indirectly by comparing the rates at which 
Persian Gulf veterans appear in the PTF. We found that Persian Gulf veterans ap- 
pear in the PTF at a rate 2Va times higher than do their peers. PTF is a measure 
not of the munbers seeking treatment from VA but of the number of patients dis- 
charged from VA hospitals. Nevertheless, the difference in the discharge rate shown 
in table 2 may well reflect a difference in the rate at which Persian Gulf war veter- 
ans seek VA treatment. 

TABLE 2.— NUMBER AND RATE OF GULF WAR AND NON-GULF WAR VETERANS RECORDED IN PTF 



Deployment 

No. of veterans 
in PTF 

Total veterans 

Rate/percent of 
veterans in PTF 

Persian Gulf 

Elsewhere 


31,092 

28,917 

696,665 

1,605,087 

0.045/4.5% 

0.018/1.8% 


The VA data may also indirectly indicate the seriousness of the health threat 
posed by the neoplasms that VA has diagnosed. VA reported the munber of surgical 
procedures performed on Persian Gulf war veterans and non-Persian Gulf war vet- 
erans, as well as the number of procedures performed for neoplasms (see table 3). 


! The total number of Persian Gulf war veterans was based on the total number of Operation 
Desert Shield and Operation Desert Storm participants; the total number of non-Persian Gulf 
war veterans was based on the total number of individuals who were on active duty in the U.S. 
military during the Persian Gulf war (September 1990 to May 1991) but not deployed in the 
Persian Gulf area. 

^VA provided data on the diagnosis of neoplasms by race, gender, age, membership in individ- 
ual branch of service, and active versus reserve duty status. However, without the population 
totals for these groups, we could not determine specific rates for them. 

®VA informed us that duplication of cases was eliminated before the files were combined. 
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TABLE 3.— NUMBER AND RATE OF SURGICAL PROCEDURES FOR NEOPLASMS 



Deployment 

No. of surgical 
procedures 

Total surgery pa- 
tients 

Rate/percent of 
surgical proce- 
dures for 
neoplasms 

Persian Gulf 

Elsewhere 


202 

276 

1,748 

2,424 

0.1156/11.6% 

0.1139/11.4% 


While the rate of neoplasm diagnosis was substantially higher among Persian 
Gulf veterans, the proportion of surgical procedures for these neoplasms is not sig- 
nificantly different from that for non-Persian Gulf war veterans. This may suggest 
that the neoplasms diagnosed among Persian Gulf war veterans were less serious 
than those presented by non-Persian Gulf war veterans, were less amenable to sur- 
gical procedures, or resulted from Persian Gulf veterans’ choosing to go outside the 
VA hospital system for surgical procedures at a rate higher than non-Persian Gulf 
veterans. 

Other arguments could be offered that could result in the conclusion that the rate 
differences for neoplasm diagnosis shown in table 1 either underestimate or exag- 
gerate. For example, it has been suggested that some Persian Gulf war veterans 
may have been discouraged from seeking treatment at VA for various reasons. Or 
it may be that VA health care providers have become more sensitive to the possibil- 
ity of illness associated with service in the Persian Gulf and are, therefore, more 
likely to diagnose conditions among Persian Gulf war veterans than among others. 

None of these arguments can be addressed directly by the data we analyzed. Fur- 
ther insights into possible differences between groups of Persian Gulf war veterans 
or between different types of neoplasms might be gained if subpopulation statistics 
were available that corresponded to the level of disaggregation provided by the VA 
statistics. However, without further information to address possible alternative ex- 
planations for the differences in neoplasm rates between Persian Gulf war veterans 
and non-Persian Gulf war veterans, the difference cannot be confidently attributed 
to Gulf War service. The task of examining alternative explanations would require 
both extensive statistical analysis and professional judgment. 

If you have further questions, please call me at (202) 512-2900 or Robert White 


at (202) 512-3092. 

Sincerely yotirs. 


Joseph F. Delfico, 
Acting Assistant Comptroller General. 


Depar'fment of Health & Human Services, 
Centers for Disease Control and Prevention, 

Atlanta, GA, June 21, 1996. 


Hon. Christopher Shays, 
House of Representatives, 
Washington, DC. 


Dear Mr. Shays; Thank you for the opportunity to assist the House Subcommit- 
tee on Human Resources and Intergovernmental Relations in its ongoing investiga- 
tion into the possible health consequences to veterans who served in the Persian 
Gulf War. The Department of Veterans’ Affairs data supplied by your office regard- 
ing the frequencies of neoplasms (malignant and benign) among veterans of the Per- 
sian Gulf War and non-Gulf War vetersms have been reviewed by staff of the Cen- 
ters for Disease Control and Prevention (CDC). CDC staff have determined that 
these data cannot be used to provide the answers to the important questions you 
posed in your letter regarding cancer in Gulf War veterans. 

Enclosed is information delineating why such an analysis cannot be made solely 
on the basis of the data provided. 

We hope this information is helpful. 

Sincerely, 

David Satcher, M.D., Ph.D., 

Director. 


Enclosure 
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Background Information 

REQUEST FOR THE CENTERS FOR DISEASE CONTROL AND PREVENTION (CDC) TO ASSIST 

IN EVALUATING DATA ON MAUGNANT AND BENIGN NEOPLASMS AMONG PERSIAN GULF 

WAR VETERANS 

• The data provided are not adequate to assess whether service in the Gulf War 
resulted in increased risks for developing neoplasms, having had related surgical 
procedures, and/or dying ftom cancer. Cancer risk varies by age, gender, and site 
of disease. However, in me data set under review, no information is provided on the 
number of people who served in the Gulf and those who did not. Without informa- 
tion to permit the calculation of age- and gender-specific rates for each group, a 
meaningful analysis of differences in cancer rates between these populations cannot 
be performed. 

• The occurrence of cancers diagnosed in the Department of Veterans’ Affairs 
(VA) medical care system do not accurately represent cancer incidence rates. Gulf 
War veterans have special eligibility status for medical care in the VA s)rstem, they 
have enhanced access to VA medical care and medical surveillance. Other veterans 
do not have similar elimbiUty. As a result, cancers occurring in Gulf War veterans 
are more likely to be magnosed and treat^ in VA hospitals and to appear in the 
databases used for this analysis. Therefore, data fit>m these two populations should 
not be compared. 

• A four- or five-year follow-up period after service in the Gulf War is probably 
an insufficient length of time to have passed to appropriately evaluate potential 
risks for development of or dying fixim cancer associated with such service. In cancer 
and other chronic diseases, there is a delay between a potential exposure and the 
onset of clinically detectable disease (latency). Although the latent period varies for 
different cancer sites and from person to person with the same cancer, it is unlikely 
that cancers identified in the data provided developed as a result of exposures that 
occurred within the past five years. 

• A majority of the neoplasms identified in this database among the Gulf war vet- 
erans represent benign, non-malignant growths that are not cancer. Benign 
neoplasms represent uiuestrained growth of cells that do not invade surrounding 
tissue and are not cancer. A large proportion of the benign growths in the Gulf War 
veterans represent non-ma l ig n a n t skin growths or fatty tumors (lipomas). From an 
etiologic, cancer control, or a clinical perspective, a comparison of rates that combine 
both maligmmt and benign neoplasms is inappropriate. 

• It is critical that the key questions in your investigation be identified independ- 
ent of a data source, and &en discussed with representatives of the VA and the 
pOD. The composition of a database is fundament to its effectiveness in answer- 
ing questions about cancer and other health conditions. For example, a clinical 
database can be useful in identifying an excess of a very rare cancer. An epidemio- 
logic study may be necessary to identify an excess of a common cancer. 

In this way, you can be guided to the best data sources for your purposes, and 
you can be advmed in advance of the limitations of the data. Unfortunately, there 
is no cancer incidence database that includes all veterans. Neitiier veterans’ status 
nor their specific deployments are routinely recorded in existing population-based 
cancer inciaence r^pstries. Definitive studies of cancer occurrence in the Gulf War 
veteran population would be complex and costly and, more importantly, would prob- 
ably be of limited value until a reasonable latent period has passed. 


'The Mount Sinai Medical Center, 

New York, NY, June 21, 1996. 

Hon. Christopher Shays, 

Chairman, 

Subcommittee on Human Resources and 
Intergovernmental Relations, 

Committee on Government Reform and Oversight, 

House of Representatives, 

Washin^on, DC. 

Dear Chairhan Shays: Thank you very much for having invited me to review 
the data on neoplasms in Persian Gulf era veterans that were submitted to your 
Subcommittee by the Department of Veterans Administration. I found it interesting 
to review this matter, particularly because I am serving as a member of the Presi- 
dential Commission on the Gulf War Veterans Illnesses. 

A general comment I would offer is that it is probably too early to see any excess 
cancers that may eventually develop among Persian Gulf veterans who might have 
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been exposed to carcinogens in the course of their service in the Gulf. The problem 
is that for most ts^pes of cancer triggered by chemical or physical toxins a time inter- 
val of at least twenty years and in some cases as long as forty or fifty years must 
elapse between exposure and the appearance of cancer. This long latency or incuba- 
tion period reflects the fact that the development of cancer is a mvilti-stage process 
that requires a stepwise series of alterations in the DNA of affected cells. This proc- 
ess typically takes decades. 

The actual data that the Veterans Administration have presented you are not 
very informative. The Veterans Administration has provided your Subcommittee 
witih raw counts of the numbers of cancers that have occurred among Persian Gulf 
veterans and among non-Persian Gulf veterans of the same era. They have provided 
no denominator data and made no attempt to calculate incidence rates or otherwise 
to adjust the data for the size of the population. I see that more cancers have oc- 
curred among Gulf war veterans than among non-Gulf war veterans. However, in 
the absence of any data on the size of the two populations or on the selection factors 
that may have influenced one or the other group to seek medical care at Veterans 
Administration facilities, I can offer no comment on the meaning of this information. 

I would be pleased to continue to work with you and your staff on this matter. 
Clearly attaining fiiU understanding of the illnesses that have developed and that 
may develop in fiiture years among the Persian Gulf War veterans is an urgent na- 
tional priority. I commend you for your interest in the welfare of these brave men 
and women. 

Sincerely, 

Philip Landrigan, M.D. 

Mr. Fattah. Mr. Chairman? 

Mr. Shays. Yes, sir. 

Mr. Fattah. You did mention the June 21 letter from David 
Satcher? 

Mr. Shays. Yes, sir. 

Mr. Fattah. OK. Thank you. 

Mr. Shays. We will be submitting that into the record and any 
others that you’d like. Thank you for your patience. And with that, 
we would call Dr. Steven Joseph, Assistant Secretary for Health 
Affairs, Department of Defense, and Mr. Gary Hickman, Director 
of Compensation and Pensions, Department of Veterans Affairs, ac- 
companied by Dr. Francis Murphy, Director of Environmental 
Agent Services, Department of Veterans Affairs. 

I understand. Dr. Joseph, that you may have others who might 
need to respond; we would welcome that. So we would ask anyone 
else that you think might respond to a question to also stand. I’m 
going to ask all of you to stand, and as we do to everyone in this 
committee, including Members of Congress, we swear them in. 

We’ll identify the four in the back in a second. If you could just 
identify your names in the back. 

Mr. Soper. I’m Gordon Soi^r, S-o-p-e-r. 

Ms. Hamill. Patricia Hamill. 

Mr. Gackstetter. Gary Gackstetter. 

Mr. Patterson. Relford Patterson. 

Mr. Shays. You’re all welcome to participate. If you’d all raise 
your right hand. 

[Witnesses sworn.] 

Mr. Shays. For the record, all seven have responded in the af- 
firmative. Our primary three witnesses or, actually, our two wit- 
nesses. 

I understand. Dr. Murphy, that you don’t have a statement but 
that Mr. Hickman and Dr. Joseph, you will both be giving state- 
ments; is that correct? 

Dr. Murphy. That’s correct. 
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Mr. Shays. Dr. Joseph, it’s a privilege to have you here, and I 
thank you. We have a 5-niinute rule, but your testimony is very 
important to us, and we’re going to let you give your testimony as 
you would like to give it, and it can go beyond that amount, as it 
can for you, Mr. Hickman. 

Mr. Hickman. Thank you. 

STATEMENTS OF STEPHEN JOSEPH, ASSISTANT SECRETARY 

OF DEFENSE FOR HEALTH AFFAIRS; J. GARY HICKMAN, DI- 
RECTOR, ATLANTA REGIONAL OFFICE, VETERANS BENEFITS 

ADMINISTRATION, DEPARTMENT OF VETERANS AFFAIRS; 

AND FRANCES MURPHY, DIRECTOR, ENVIRONMENTAL 

AGENCY SERVICE, DEPARTMENT OF VETERANS AFFAIRS 

Dr. Joseph. Thank you, Mr. Chairman, Mr. Fattah. And Mr. 
Buyer, it’s always a pleasure to see you and get your firsthand ex- 
perience in this discussion. 

It’s a pleasure to testify here today. I will, in my testimony, re- 
spond at some length to the specific questions that you asked in 
your letter to the department. 

I also want to take some time in responding or speaking about 
some issues that are more recent, and I would leave some of the 
detail out just so as not to be too long, but I’d ask that my entire 
statement be submitted into the record. 

Mr. Shays. Your entire statement will be submitted, and you’re 
free to make any other comments you’d like. 

Dr. Joseph. T hank you, sir. Mr. Chairman, your letter identified 
several specific issues regarding the illnesses reported by Persian 
Gulf war veterans, and I want to respond to those specific ques- 
tions and also include some comments on the information that the 
Department released last Friday concerning United States destruc- 
tion of a bimker at Kamisiyah, Iraq. 

The first issue in your letter was that of medical examinations 
conducted prior to deployment in theater and prior to discharge as 
well as the maintenance and transmittal of medical records. 

Back in 1990, in preparation for deployment to the Gulf, service 
members had their mescal records and physical profiles reviewed 
to identify members with adverse medical conditions, conditions 
which would compromise their ability to perform their mission. 
Those individuals with such conditions did not deploy. 

Additionally, troops preparing for deployment received briefings 
regarding inunimizations, infectious disease threats and other rel- 
evant environmental hazards. 

The military services documented these findings for these 
screenings in the individual medical record. However, at that time 
there was substantial variance among the services as to the con- 
sent of those screenings and examinations. 

At that time, in 1990, there were no Department of Defense wide 
standards or policies addressing the system is collection and main- 
tenance of this information. 

As a result of the lessons learned from the Gulf, we have de- 
signed and implemented in Bosnia a new joint surveillance medical 
program which details specific actions for pre- during and post-de- 
ployment. 
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This involves an integrated framework to monitor the health of 
deployed personnel, to provide enhanced predeployment education, 
to identify and assess hazards in theater and to conduct pre- and 
post-deployment health screening. 

We have implemented, as I said, this program in a joint endeav- 
or, and we anticipate that it will become permanent DOD policy in 
October of this year. 

In addition, we will be using post-deployment data from Bosnia 
on the new Comprehensive Clinical Evaluation Program Informa- 
tion System, which we developed in the wake of the Gulf. 

In Operations Desert Shield and Desert Storm, most service 
members did not have their medical records with them while de- 
ployed. As a result, documentation of health problems as well as 
immunizations received while in theater was problematic. 

I must tell you, Mr. Chairman, the deployed personnel medical 
record remains today the single most important problem in having 
a good sense of health conditions that are experienced by the troops 
in theater. 

We are working with the VA collaboratively to develop a plan for 
standardized recordkeeping and deployment medical surveillance 
system which utilize the latest information systems technology, 
and we’re involved now, as part of our telemedicine efforts in 
Bosnia, in testing a computer-based electronic record, which would 
be a dog tag sized read-write computer record that I believe is the 
answer to this problem. It’s difficult to have the conventional medi- 
cal record in the soldier’s backpack. We need a way to read and 
write, track medical events while troops are deployed. 

We will complete a report by the end of calendar 1996 on the 
issue of medical records, including the handling of records — this is 
another problem — involving classified information and the develop- 
ment of an automated medical record system for the deployed force. 

Additionally, with the VA, we now have developed a Report of 
Medical Screening Form that is used while interviewing retiring or 
separate service members. I think you’ll hear more about that in 
a few minutes. 

Also, in October 1995, an MOU was signed by the DVA Under- 
secretary for Benefits, Mr. John Vogel, and the Undersecretary of 
Defense for Personnel and Readiness, Mr. Edwin Dom, for the di- 
rect transfer to DVA of medical records of service members who 
were leaving active duty. 

Your next issue, Mr. Chairman, was that as you mentioned in 
your opening statement of troop location information. The Depart- 
ment is now refining a Troop Exposure Assessment Model, which 
obviously was designed to assess troop exposures to smoke from the 
oil well fires. 

But over the past 2 years, as issues around illnesses in returning 
Gulf veterans has come to the fore, this model is being incorporated 
into a more detailed Geographic Information System. 

We will have this system uploaded as a data base by July 15. 
We’ll provide a complete date, place, record of every unit in the 
Gulf for every day of the Gulf. 

This is really a key, as I’ve talked about before with Mr. Buyer. 
This is really a key to the understanding of these problems because 
once we have this data base complete we can now overlay onto that 
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troop locations, symptoms, registrants in DVA or DOD registry, et 
cetera. 

We expect to have some results in late July of some of the most 
important matches from the GIS, including those that relate to the 
current interest around Kamisiyah. 

It is perfectly possible to have the VA Clinical Evaluation Pro- 
gram overlain onto this issue, and we are in conversation with Vet- 
erans Affairs to make this happen. 

Next, Mr. Chairman, you asked about medical information col- 
lected in DOD’s Persian Gulf Registry Program. 

When I assumed my position in DOD early in 1994, there was 
a Persian Gulf DOD registry with approximately 300 names on it. 
There was no plan for what to do with these names other than to 
maintain them for future reference. 

With strong support from the Secretary of Defense, by May 11, 
1994, I announced the three-point plan to address the clinical con- 
cerns of Gulf war veterans. 

The plan included an aggressive, comprehensive clinical diag- 
nostic program offering intensive examinations throughout reg- 
istration on a 1-800 number to service members who served during 
the Gulf war and had concerns about possible health consequences 
of that service. 

To date, through the CCP, Comprehensive Clinical Evaluation 
Program, we have extensively examined and reported on over 
20,000 individuals. For the record. I’ll submit to you our latest re- 
port of the clinical findings and our interpretations from that anal- 
ysis. 

The majority of CCP participants have clear diagnoses, which in- 
clude a variety of common conditions, and in my printed testimony, 
I have some charts related to that. 

The type of conditions identified appear similar to those seen in 
the general population. However, formal research involving appro- 
priate comparison populations is necessary to determine the degree 
to which certain kinds of symptoms or diagnoses may or may not 
be more common among Gulf war veterans. 

The CCEP clinical experience to date reveals no evidence for a 
single unique illness or syndrome among Persian Gulf veterans 
participate in the CCEP. 

However, as Mr. Buyer pointed out in his opening statement, an 
unknown illness or a syndrome that was mild or one that affected 
only a small proportion of veterans at risk might not be detectable 
in a case series no matter how large. Our findings in this regard 
closely parallel reviews by the National Institutes of Health and 
the Institute of Medicine. These findings, of course, mean that our 
job is not done. 

President Clinton has vowed to leave no stone unturned in the 
search for answers to our Persian Gulf war veterans’ health con- 
cerns, and we have said each time we’ve issued a clinical report 
that we will keep looking, as we go further and further into look- 
ing, for any possible sm^l groupings, possible unusual occurrences 
that are not explainable by the current analysis. 

The final specific issue for which you requested information, Mr. 
Chairman, concerns the rate of neoplasms among Persian Gulf vet- 
erans. 
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Our clinical experience with the CCEP has identified neoplasms 
as a primary diagnosis in less than 1 percent of all CCEP partici- 
pants, including spouses and children of Persian Gulf veterans. 

A primary diagnosis of malignant disease was found in 0.3 per- 
cent, that’s 52 individuals, of CCEP participants who served in the 
Gulf, and those 52 diagnoses are not clustered in a single organ 
system. 

Definitive conclusions regarding the possibility of increased can- 
cer risks associated with deployment require formal epidemiologic 
studies. 

Such studies are now in progress and involve appropriate com- 
parison groups, and these studies will characterize more clearly 
any association between deployment to the Persian Gulf and spe- 
cifically health outcomes; in this case, malignancies or neoplasms. 

One such study involving 1.2 million persons compares the DOD 
hospitalization experience of active duty personnel who deployed to 
the Gulf war with active duty personnel of the same era who were 
not deployed. These are the so-called “Gray Studies.” 

Preliminary results indicate that the employed group was not at 
increased risk of hospitalizations after and since the war. 

Examination the hospitalizations according to major Inter- 
national Classification of Diseases diagnostic categories reveals no 
increased risk of cancer among Gulf war veterans. 

There is a strong collaboration among the Veterans Affairs, HHS 
and DOD regarding the possible health consequences of service in 
the Gulf and the kind of epidemiologic research that needs to be 
continued. 

In closing, my response to your specific questions, Mr. Chairman, 
I believe that this administration rapidly and effectively developed 
a comprehensive, well organized cross-departmental program for 
Persian Gulf veterans designed first and foremost to take care of 
our service members. 

We are committed to pursuing the science to find answers to re- 
maining questions and to clarify our clinical findings. 

Now, as you know, information has recently come to light regard- 
ing the involvement of United States forces in the destruction of 
Iraqi chemical weapons following Operation Desert Storm. 

In early March 1991, the 37th Engineering Battalion of the 20th 
Engineering Brigade was responsible for the destruction of a bunk- 
er complex in I^misiyah north of Bosrah. The engineering battal- 
ion was approximately 3 miles from the site during the actual dem- 
olition. Other troops are known to have been present at greater dis- 
tances, and we are in the process of identifying those units and 
those locations. 

This is a perfect example of how that Geographic Indicator Study 
will be so valuable because we will be able to pinpoint on all those 
days, March 7 through 9, 1991, just which units were exactly 
where. 

It is believed that one bunker at the site contained chemical 
weapons. To date, there has been no evidence found that soldiers 
located in this area complained of or presented any symptoms char- 
acteristic of acute exposure to chemical agents. However, we are 
still searching for any additional information. 
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Now, the most important thing that I really have to say about 
this is that the current accepted medical knowledge is that chronic 
symptoms or physicEd manifestations do not later develop among 
persons exposed to low levels of chemical nerve acts into did not 
first exhibit acute symptoms of toxicity. However, this avenue is 
also being further explored by the department, both looking back 
at the situation historically emd in research that we will be under- 
taking. 

As a result of the Kamisiyah information, we are taking a num- 
ber of actions, and these have begun. For example, the department 
is committed to locating the individuals of the 37th and encourag- 
ing them to participate in the Comprehensive Clinical Evaluation 
Program or, if eligible, into the Analogous Department of Veterans 
Affairs Clinical Program. 

We are also undertaking a review, a clinical review, of patient 
records for those CCEP participants who were or are in the 37th 
Engineering Battalion and cross-checking to see if the members of 
the 37th appear in any unusual way in our large study on hos- 
pitalization rates of those who served in the Gulf. 

Also, using the CCEP results overlaid into the GIS system, which 
is the Geographic Indicator System which I outlined earlier, we 
will seek to determine if there are any patterns of illness given the 
unit and personnel proximity to the bunker destruction. 

Last, we will be funding peer reviewed research, new additional 
research focused on low level exposure. 

Let me, if I may, take the opportunity of the hearing to repeat 
in public view the 1-800 number which Persian Gulf veterans can 
call for referral and recollection into the clinical registry. That is 
1-800-796-9699, 1-800-796-9699. 

Consistent with the mandate given by President Clinton, the de- 
partment is committed to leaving no stone unturned on this issue. 

The department will corrtinue to examine all available evidence 
pertaining to possible exposure of U.S. troops to chemical weapons. 

Thank you, Mr. Chairman. I’ll be happy to answer any questions 
or comments that you and your colleagues might have. 

[The prepared statement of Dr. Joseph follows:] 

Prepared Statement of Stephen Joseph, Assistant Secretary of Defense for 

Health Affairs 

Mr. Chairman, Distinguished Members of the Committee, on behalf of Secretary 
of Defense Peny, it is my pleasure to accept your invitation to testify today. 

Mr. Chairman, your letter of invitation identified several specific issues regarding 
the illnesses and diseases reported by Persian Gulf War veterans. My statement re- 
sponds to those issues in your letter of invitation. I have included comments on the 
information the department released on Friday concerning the U.S. destruction of 
a bunker at Kamisiyah, Iraq. 

The first issue is that of medical exeiminations conducted prior to deployment, in 
theater, and prior to discharge as well as the maintenance and transmittal of the 
medical records related to these examinations. 

In 1990, in preparation for deployment to the Persian Gulf, service members had 
their medical records and physical profiles reviewed to identify those with adverse 
medical conditions, that is, conditions which would compromise the service mem- 
ber’s ability to perform the mission. These individuals did not deploy. Additionally, 
troops preparing for deployment received briefings regarding immunizations, infec- 
tious disease threats, and other relevant environmental hazaras. 

The military services documented the findings from these screenings in the indi- 
vidual’s medical record. However there was substantial variance among the services 
as to the content of the screenings. Also, requirements differed among the services 
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regarding collection and maintenance of aggregate descriptive data about the num- 
bers and types of conditions for individuals found not qualified for deployment. At 
that time, in 1990, there were no Department of Defense-wide standards or policies 
addressing the systematic collection and maintenance of this information. 

As a result of the “Lessons learned” from the Gulf War, we designed and imple- 
mented for Bosnia a new joint service medical surveillance program which details 
specific actions for pre-, during and post-deployment. This program retains effective 
measures and adds new ones to ensure continuity of surveillance activities through 
each phase of deployment. The program calls for an integrated framework to mon- 
itor the health of deployed personnel; provide pre-deployment health education; 
identify and assess occupatioi^, environment and infecffous disease health hazards 
in-theater; conduct pre- and post-deployment health screening; and, determine the 
most effective preventive medicine interventions for specific situations. We have im- 
plemented the major components of this surveillance program in Bosnia. 

As we responded to the Presidential Advisory Committee on Gulf War Veterans’ 
Illnesses, we are using the current Bosnia surveillance program as the basis for a 
broader directive on pre, during and post-d^loyment medical assessments. This di- 
rective will be completed by October 1996. We are also developing a quality assur- 
ance plan to measure compliance with pre, during and post-deployment medical as- 
sessments and to ensure the capture of pre-deployment data in medical records. 
Post-deployment data will be available on the new automated Comprehensive Clini- 
cal Evaluation Program (CCEP) information system, which was designed for any de- 
ployment situation. The system can interface with the military treatment facility 
based health information system, as well as transmit data to the DoD CCEP. 

In Operations Desert Shield and Desert Storm, most service members did not 
have their medical records with them while deployed. As a result, documentation 
of health problems as well as immunizations received while in-theater was problem- 
atic. Many individuals had immunizations recorded in their shot records while oth- 
ers documented receipt of vaccines on unit logs and rosters. 

Medical records remain today one of our most significant problems as the Presi- 
dential Advisory Committee’s interim report points out. DoD and VA are working 
cooperatively to develop a plan for standardized record keeping and deployment 
medical surveillance systems which utilize the latest information systems tech- 
nology. Although not yet a reality, we are testing a computer-based electronic record 
keeping system in Bosnia. Work Groups, co-chaired by VA and DoD, expect to com- 
plete a report on these issues by October 1996. DoD’s Assistant Secretary for Health 
Affairs and VA’s Under Secretary for Health have made the improvement in medical 
surveillance and continuity of record keeping high priorities. 

DoD will complete a report by the end of 1996 on the issue of medical records, 
including the handling of records involving classified information and the develop- 
ment of an automated medical record system for a deployed force. Pre and post-de- 
plo 3 Tnent medical date are being captui^ in the database established for the CCEP 
program. In addition, DoD’s overall patient data systems capability in this area will 
be enhanced before the end of 1996 by adding outpatient data capability and linking 
with medical records in theater. 

Additionally, with the DVA, we now have developed a Report of Medical Screening 
Form that is used while interviewing retiring or separating service members. This 
form becomes part of the individual’s permanent meoical record. If, during the inter- 
view, any complaints, illnesses or injuries are identified, a comprehensive physical 
evaluation is remiired. This initiative streamlines the process for the DVA by docu- 
menting physical conditions that are possibly service connected and therefore sub- 
ject to compensation. Modifications of this same form serve as the basis for pre- and 
post-deplo 3 ment health screening assessments. Use of this form began in June of 
last year. 

Also, in October, 1995, a Memorandum of Understanding (MOW) was signed by 
the DVA Under Secretary for Benefits (Mr. John Vogel) and the Under Secretary 
of Defense for Personnel and Readiness (Mr. Edwin Dom) for the direct transfer to 
DVA of medical records of service members leaving active duty. Today this is a 
hard-copy exchange. However we forecast that in the future, transfer of medical 
records between our Departments wiU be via electronic means. 

Mr. Chairman, your next issue was that of troop location information. 

The Department is now refining a Troop Exposme Assessment Model (TEAM) 
which ori^nally was designed to assess troop e^^osures to smoke from the oil well 
fires. Additionally, this model is being incorporated into a Geographic Information 
System (GIS) which can be used to assess other potential health threats relative to 
specific locations for individual units at definite periods of time. These systems will 
allow integration of diagnostic information and geographic locations for use in epi- 
demiologic studies to look for clustering of iUness patterns. The diagnostic data are 
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being obtained from the Department’s Comprehensive Clinical Evaluation Program. 
We e^ect to have some results in August. 

This same process could be accomplished with the diagnostic data from the DVA’s 
clinical evaluation program. Conversations are underway between DoD and DVA to 
make this happen. 

Next, Mr. Chairman, you asked about medical information collected in DoD’s Per- 
sian Gulf Registry program. 

When I assumed my position in DoD early in 1994, there were approximately 300 
names of Persian Gulf veterans on the DoD remstry. There was no plan for what 
to do with these names, other than to maintain them for future reference. 

With strong support from the Secretary of Defense, on May 11, 1994, I announced 
a three-point plan to address the cUnicsu concerns of Gulf War veterans. The plan 
included an aggressive, comprehensive, clinical diagnostic program offering inten- 
sive examinations to service members who served during the Gulf War and had con- 
cerns about possible health consequences of that service. The entire leadership with- 
in DoD joined the effort to reach out to the service members and to encourage them 
to participate in this Cornprehensive Clinical Evaluation Program. 

To date, through the CCEP we have extensively examined and reported on ap- 
proximately 20,000 individuals. For the record, I will submit our latest report of 
findings from our analysis of CCEP information. 

The majority of CCEP participants have clear diagnoses which include a vjiriety 
of common conditions. The chart below offers a concise depiction of the broad range 
of diagnostic conditions. 

PRIMARY DIAGNOSTIC CATEGORIES AMONG 18,075 IN-THEATER CCEP PARTICIPANTS 


Percent 


Musculoskeletal 18 

Psychological 18 

Signs, symptoms, ill-defined conditions 18 

Healthy 10 

Respiratoiy 7 

Gl 6 

Skin 6 

Nervous Sys $ 

Other* 11 


Includes malignant neoplasms which represent 0.3% of all primary diagnoses. 

The types of conditions identified appear similar to those seen in the general pop- 
ulation. However, formal research involving appropriate comparison populations is 
necessary to determine the degree to which certain kinds of symptoms or diagnoses 
m^, or may not, be more common among Gulf War veterans. 

The CCEP clinical experience to date reveals no evidence for a single, unique ill- 
ness or syndrome among Persian Gulf veterans participating in the CCEP. However, 
an unknown illness or a syndrome that was mild or affected only a small proportion 
of veterans at risk might not be detectable in a case series, no matter how large. 
Our findings in this regard closely parallel reviews by the National Institutes of 
Health and the Institute of Medicine. These findings, however, do not mean that 
our job is done. President Clinton has vowed to leave no stone unturned in the 
search for answers to our Persian Gulf War veterans’ health concerns. Additionally, 
the Department of Defense is committed to providing quality, compassionate care 
to service members who are Persian Gulf veterans and their families. 

The final issue for which you requested information, Mr. Chairman, is the rate 
of neoplasms among Persian Gulf veterans. 

Our clinical experience with the CCEP has identified neoplasms as a primary di- 
apiosis in less than 1% of all CCEP participants, including spouses and children 
of Persian Gulf veterans. A primary diagnosis of malignant disease was found in 
52, or 0.3%, of CCEP participants who served in the Gulf. These diagnoses are not 
clustered in a single organ system, although the most frequently diagnosed malig- 
nant neoplasms involve skin cancers and lymphomas. 

Definitive conclusions regarding the possibility of increased cancer risks associ- 
ated with deployment require formal epidemiologic studies. Such studies are in 
progress and involve appropriate comparison groups. These studies will characterize 
more clearly any association between deployment to the Persian Gulf and specific 
health outcomes. 

One such study involving 1.2 million persons compares the DoD hospitalization 
experience of active duty personnel who deployed to the Gulf War with active duty 
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personnel of the same era who were not deployed. Preliminary results indicate that 
the deployed group was not at increased risk of hospitalizations after the war. Ex- 
amining the hospitahzations according to major International Classification of Dis- 
eases (ICD-9) dia^ostic categories revealed no increased risk of cancer among Gulf 
War veterans. A similar study involving non-federal hospitals in California will as- 
sess the health of those who have left military service. This study has just recently 
been approved by the collaborating agencies, and data collection is expected to begin 
soon. 

There is strong collaboration among the DVA, DHHS and DoD regarding the pos- 
sible health consequences of service in the Persian Gulf War. In fact, the shared re- 
search efforts are unprecedented. 

In closing, Mr. Chairman, I believe that this Administration rapidly and effec- 
tively developed a comprehensive, well-organized, cross-departmental program for 
Persian Gulf veterans designed, first and foremost, to take care of our service mem- 
bers. We are committed to pursuing the science to find answers to remaining ques- 
tions and to clarify our clinical findings. 

In taking the many actions just enumerated, this Administration will leave an im- 
portant legacy to the U.S. Armed Forces: a capability to assess the health status 
of personnel prior to deployment, evaluate environmental hazards in a theater of op- 
erations, and identify adverse health outcomes which may be the result of the de- 
ployment. Further, &ese program will foster better working relationships between 
the DVA and DoD which will lead to better service for the men and women of the 
Armed Forces. 

As you know, information has recently come to light regarding the involvement 
of U.S. forces in the destruction of Iraqi chemical weapons following Operation 
Desert Storm. In March of 1991, the 37th Engineering Battahon of the 20th En^- 
neering Brigade was responsible for the destruction of a bunker complex in 
Kamisiyah, North of Basrah. The Engineering Battalion was approximately three 
miles from the site during actual demolition. Other troops are known to have been 
present at greater distances and we are in the process of identifsnng those units. 
It is believed that one bunker at the site contained chemical weapons. To date, there 
has been no evidence found that soldiers located in this area complained of or pre- 
sented any symptoms characteristic of acute expostire to chemical agents. However, 
we are still searching for any additional information. The current accepted medical 
knowledge is that chronic symptoms or physical manifestations do not later develop 
among persons exposed to low levels of chemical nerve agents who did not first ex- 
hibit acute symptoms of toxicity. However, this avenue is also being further explored 
by the Department. 

As a result of the Kamisiyah information, we are taking a number of actions. For 
example, the Department is committed to locating the individuMs of the 37th and 
encouraging them to participate in the Comprehensive Clinical Evaluation Program, 
or if eligible, into the anEdogous Department of Veterans Affairs Clinical Program. 
We are also undertaking a re-examination of patient records for those CCEP partici- 
pants who are in the 37th Engineering Battalion and cross checking to see if the 
members of the 37th appear in any unusual way in our large study on hospitahza- 
tion rates of those who served in the Gulf. Also, using the CCEP results overlaid 
onto the GIS system — ^which I outlined earlier — we will seek to determine if there 
are any patterns of illnesses given the unit/personnel proximity to the bunker de- 
struction. Lastly, we will be funding peer review research focus^ on low level expo- 
sure. 

Consistent with the mandate given by President Clinton, the Department is com- 
mitted to leaving “no stone unturned” on this issue. The Department will continue 
to examine all available evidence pertaining to possible exposure of U.S. troops to 
chemical weapons. 

Mr. Shays. Thank you, Dr. Joseph. I’m going to have Mr. Hick- 
man give his statement. Then we’re going to go to Mr. Buyer first 
for questions after Mr. Hickman and then to my colleague, Mr. 
Fattah and then myself. Mr. Hickman. 

Mr. Hickman. Thank you, Mr. Chairman, and members of the 
subcommittee. With me this afternoon is Dr. Fran Murphy, Direc- 
tor of the Environmental Agents Service. 

After returning from the Persian Gulf, many veterans began ex- 
hibiting symptoms that cannot be attributed to known clinical diag- 
noses. Because of the concerns about these illnesses, VA, DOD and 
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HHS established the Persian Gulf Veterans Coordinating Board in 
January 1994. 

The Coordinating Board has three primary objectives: One, to 
provide health care to Persian Gulf veterans for problems related 
to the war; two, to develop a research program to understand their 
health problems; and three, to develop guidelines for evaluating 
and compensating disabilities related to Gulf service. 

Three working groups of the Coordinating Board address these 
objectives. The clinical working group provides direction for clinical 
efforts. The research working group provides guidance for research 
activities: the disabilities and compensation working group pro- 
vides guidelines for disability determinations and compensation 
programs. 

In the last few years, we have taken steps to ensure a smooth 
transfer of service medical records from the branches of service. 
Most of these records are stored either at the National Personnel 
Records Center at St. Louis or VA’s own Service Medical Records 
Center (SMRC), also in St. Louis. 

Between October 1992 and May 1994, the branches of the mili- 
tary services began sending service medical records to the VA’s 
SMRC, which is now the chief repository of these records. The med- 
ical records of persons who have an obligation in the active Re- 
serves or National Guard are generally maintained by the imits to 
which they are assimed. 

We are aware of no particular difficulties in obtaining service 
medical records and are satisfied with current procedures. 

Recently, we provided data on neoplasms to this subcommittee. 
Those data indicate that we have Ranted service connection to 
Persian Gulf veterans for over 70 percent of neoplasms for which 
compensation was claimed. For non-Gulf veterans, we have granted 
service connection for over 80 percent of neoplasms. 

One cannot use these data to draw scientifically valid inferences 
about the risk of developing a neoplasm. First, Persian Gulf veter- 
ans are authorized special health care eligibility that is not author- 
ized to non-Gulf veterans. 

Second, many Persian Gulf veterans with neoplasms were identi- 
fied in the Persian Gulf War Registry Examination data base. No 
similar data base exists for non-Gulf veterans. These factors intro- 
duce a selection bias that makes comparison of the neoplasms rates 
invalid. Our data bases also do not include individuals who sought 
non-VA medical care. 

VA has sponsored research programs that can appropriately as- 
sess morbidity and mortality related neoplasms. The VA National 
Persian Gulf Survey will assess the prevalence of symptoms in 
medical conditions in 15,000 randomly selected Persian Gulf war 
veterans and 15,000 Gulf era veterans. 

VA has completed a mortality study of both Persian Gulf veter- 
ans and a comparison group who served between September 1990 
and May 1991 but not in the Persian Gulf. Preliminary results cur- 
rently reveal no difference in mortality related to neoplasms, but 
we will update this study at 5-year intervals. 

Mr. Chairman, this completes my oral statement. Dr. Murphy 
and I will now be happy to answer any questions that you or other 
members of the subcommittee might have. Thank you. 
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[The prepared statement of Mr. Hickman follows:] 

Prepared Statement of J. Gary Hickman, Director, Atlanta Regional Office, 
Veterans Benefits Administration, Department of Veterans Affairs 

Mr. Chairman and Members of the Subcommittee: On August 2, 1990, Iraqi forces 
invaded Kuwait. U.S. troops began deployment in Operation Desert Shield five days 
later. The air war against Iraq b^an on January 16, 1991, and Operation Desert 
Shield becsune Operation Desert Storm. On February 24, 1991, the ground war 
began for U.S. military personnel. The fighting ended four days later, with few U.S. 
combat casualties. After the return of U.S. forces from the Persian Gulf, some veter- 
ans began exhibiting s^ptoms that even today cannot be readily attributed to a 
known clinical diagnosis. They often have combinations of nonspecific symptoms 
that do not fit a single case-definition, and a single case-definition might not be suf- 
ficient. 

Bwause of these concerns, the Secretaries of VA, DoD, and HHS established the 
Persian Gulf Veterans Coordinating Board in January 1994 to provide coordination 
of federal programs related to Persian Gulf War veterans 

In addition, in 1995 the President established the Presidential Advisory Commit- 
tee on Gulf War Veterans’ Illnesses to conduct a thorough, independent assessment 
of the issues associated with these veterans’ illnesses. The Advisory Committee sub- 
mitted an interim report in February 1996; its final report is due by the end of the 
year. 

The Persian Gulf Veterans Coordinating Board provides an interdepartmental 
means of sharing information on Persian Gulf War (POW) issues, to effectively allo- 
cate available resources, and to provide means of ^sseminating information. The 
Coordinating Board has establish^ three primary mission objectives: 

• To provide aU veterans the complete range of health care services necessary for 
medical problems that may be related to deployment in the Persian Gulf War. 

• To develop a research program that will result in the most accurate and com- 
plete understanding of the health problems experienced by PGW veterans and the 
factors that have contributed to these problems. 

• To develop clear and consistent guidelines for the evaluation and compensation 
of disabilities related to Persian Gulf Service. 

Three working groups established by the Coordinating Board address these mis- 
sion objectives related to medical care, research, and compensation. The clinical 
working group provides direction and coordination for clinical efforts on behalf of 
Persian Gulf War veterans. Oversight lunctions include coordination of VA and DoD 
Persian Gulf health registries and development of comparable clinical assessment 
questionnaires and examination protocols. This group also develops educational 
^Is and programs, publishes m^cal articles and facilitates the development of 
comparable medical records systems. The working group also provides interdepart- 
mental coordination of medical surveOlance planning for future military deploy- 
ments, including Bosnia. 

The research working group provides guidance and coordination for VA, DoD and 
HHS research activities related to Persian Gulf Health issues. The working group 
coordinates all studies conducted or sponsored by these three departments to pre- 
vent imnecessary duplication and to ensure that important gaps in knowledge are 
identified. The working group is actively involved in directing resources toward 
high-priority research questions. The research working group monitors relevant new 
scientific information, maintains a database of ongoing federally-sponsored research 
projects, and generates periodic reports to federal oversight authorities. The working 
group also coordinates development of an annual Persian Gulf research plan. 

The research working group has been responsive to the recommendations of exter- 
nal advisory panels. In particular, they are responding to the Presidential Advisory 
Committee on Gulf War Veterans’ Illnesses’ recommendations to strengthen its ex- 
ternal peer-review process and improve its resource allocation methods. With the 
group’s coordination, the shared research amoi^ DoD, VA, and HHS have been un- 
precedented and set an inter-agency collaboration standard that will extend beyond 
the Gulf War. 

As part of the Administration’s commitment to better understand the illnesses re- 
ported by PGW veterans, last week the Departments of Defense and Veterans Af- 
fairs announced the award of $7.3 million for 12 research studies to government, 
non-govemment, and academic institutions on possible causes and treatment of Gulf 
War veterans’ illnesses. Last spring, the departments sought proposals from govern- 
ment and non-govemment applicants including imiversities, hospitals, and research 
institutions on: 
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• epidemiological studies of health problems of Persian Gulf veterans related to 
their service in the Gulf War; 

• health effects of pyridostigmine bromide used alone and in combination with 

other chemicals; and, ■ 

• clinical studies and other research on the causes, modes of transmission and ap- 
propriate treatments for illnesses of Gulf War veterans. 

The Broad Agency Announcement issued last May resulted in the submission of 
111 scientific proposals. From these submissions, the departments selected 12 pro- 
posed investigations after conducting an exhaustive, independent peer-review proc- 
ess. The final selection was made on the basis of scientific merit and program rel- 
evancy. 

The disabilities and compensation working group is responsible for coordinating 
the establishment of clear and consistent guidelines for VA and DoD disability de- 
terminations and for compensation programs. The group’s coordination was particu- 
larly important after December 8, 1994, when VA proposed new rules pursuant to 
the Veterans Benefits Act of 1994 to provide compensation for certain disabilities 
due to undiagnosed illnesses among Persian Gulf War veterans. 

The Persian Gulf Veterans Coordinating Board has established a precedent of 
interdepartmental cooperation and collaboration on medical care, research and com- 
pensation issues including issues and recommendations made by the Presidential 
Advisory Committee. The Coordinating Board has identified gaps in medical assess- 
ments, medical records, research, and compensation. Its activities have been vital 
to understanding the current Persian Gulf War health issues and to enhancing fu- 
ture coordination of deployment medical siirveillance and assessment of health 
risks. 

I would like to elaborate on issues related to compensation for Persian Gulf War 
veterans suffering from imdiagnosed illnesses. There have been concerns that these 
illnesses were caused by chemical exposure or other environmental hazards in the 
Persian Gulf, for example, pesticides or smoke from oil well fires. Some believe that 
certain medications given to Gulf veterans, singly or in combination with insecti- 
cides, contributed to the illnesses. Others believe that Persian Gulf veterans may 
have been exposed to chemical or biological warfare agents. Because of these special 
concerns, the Veterans Benefits Administration (VBA) centralized the adjudication 
of Persian Gulf compensation claims based on environmental hazards in the Louis- 
ville Regional Office, beginning December 1992. In October 1994, we redistributed 
the environmental hazard claims to four regional offices, known as Area Processing 
Offices (APOs). The APOs are Louisville, Nashville, Phoenix, and Philadelphia. 

VA strongly supported legislation, enacted in 1994 as Public Law 103-446, which 
authorized us to pay compensation to Persian Gulf veterans suffering from chronic 
disabilities resulting from undiagnosed illnesses that became manifest either during 
Persian Gulf War service or to a degree of 10 percent or more disabling within a 
subsequent presrunptive period, as determined by the Secreta^ of Veterans Affairs. 
Under a regulation published in February 1995, which established the presumptive 
period as two years, we began paying compensation to these veterans. The adjudica- 
tion of Persian Gulf claims based on undiagnosed illnesses also has been centralized 
at the four APOs mentioned earlier. Although there have been proportionately few 
grants of compensation for undiagnosed illnesses, reviews by both GAO and VA re- 
ve^ that we have awm^ded compensation to as many as 50 to 60 percent of these 
claimants for diagnosed conditions. We are, however, looking further at the issue 
of compensation rates for undiagnosed illnesses. 

I would now like to say a few words about the maintenance and transmittal of 
the service medical records (SMRs) of Persian Gulf veterans for purposes of com- 
pensation claims. In the last few years, we have taken steps to ensure a smooth 
and expeditious transfer of service medical records from the various branches of 
service to reduce delays in adjudicating compensation claims. 

The SMRs are the complete military health records for each veteran. They typi- 
cally include all physical examinations (including entrance and discharge physical 
examinations), medical history, all dental examinations and records, clinical record 
cover sheets and summaries, entries from outpatient medical and dental treatments, 
physical profiles, medical board proceedings, and prescriptions for eyeglasses and or- 
thopedic footwear. 

Most of these records are stored in one of two places, the National Personnel 
Records Center (NPRC) in St. Louis, which is operated by the National Archives and 
Records Administration, and VA’s own Service Medical Records Center (SMRC), also 
located in St. Loms. 

Certain SMRs are not stored at either the NPRC or the SMRC. These are the 
medical records of persons who, at the time of separation from active duty, have an 
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obligation in the active reserves or National Guard. Their medical records are, with 
some exceptions, maintained by the units to which they are assigned. 

VA’s SMRC is now the chief repository of SMRs for recently discharged veterans. 
As of October 16, 1992, the Army began sending SMRs to the SMRC. The Navy fol- 
lowed suit on Janua^ 31, 1994, and the Air Force and Marine Corps on May 1, 
1994. SMRs for service members separated prior to these dates are in the NPRC. 

The SMRs of service members who do not apply for VA compensation at the time 
of separation from service are sent to the SMRC. The SMRC will maintain control 
of the SMRs until a disability claim is filed and a claims folder established at a re- 
gional office. If a veteran files a claim for compensation at time of separation, the 
service department will send directly to the regional office of jurisdiction the simed 
application form and complete SMRs, including entrance and discharge physical ex- 
aminations. Whenever a veteran is separated for disability, these medical records 
are furnished to the regional office even if the veteran does not file a compensation 
claim. 

We are aware of no particular or persistent difficulties in obtaining veterans’ 
SMRs. Some delays do occur, but it is to be emected that isolated problems will ap- 
pear in a Department of our size, handling the large volume of casework that we 
see each year. By and large, the greater delays occur in obtaining SMRs from re- 
serve or National Guard units. While it cannot be said that we have eliminated all 
problems in this area, overall we are satisfied that the procedures established with 
the service departments have served to expedite the process. Due in large part to 
these procedures, we would anticipate fewer problems in obtaining SMRs for all Per- 
sian Gulf veterans than for veterans of previous eras. Moreover, given the current 
2-year presumptive period for Persian Gulf veterans seeking compensation for 
undiagnosed illnesses, a lack of documentation of their illnesses in their SMRs need 
have no adverse impact on their claims. 

Before concluding, Mr. Chairman, I would like to discuss briefly the information 
on necmlasms that we recently provided to the Subcommittee. As you know, the de- 
sign of our computer data bases and the purposes for which we in VA process data 
initially presented problems in presenting the data you requested, and the informa- 
tion we sent vou was perhaps not as full and detailed as we would have liked. How- 
ever, we made our best effort within the bounds of those limitations, and we hope 
that you were satisfied and found the data useful. 

Mr. Chairman, you have expressed concern that Persian Gulf veterans may be 
two-and-a-half times less likely to receive compensation payments for diagnosed tu- 
mors than non-Gulf veterans with the same diagnosis. The raw data we provided 
do not permit this conclusion. 

The data provided do not identify the number of veterans who were receiving com- 
pensation for tumors (or necmlasms). The data indicate the number of veterans who 
are receiving compensation for any service-connected condition and who have a neo- 
plasm. For example, they would include a veteran receiving compensation for a knee 
injury who also has a non-service-connected benign cyst. Moreover, service connec- 
tion does not necessarily result in receipt of compensation. While establishment of 
service connection is a prerequisite for compensation, service connection may be es- 
tablished at a non-compensable level disability, which we call less than 10 percent 
or “zero percent.” Our data show a high number of benign skin tumors, which are 
often rated at less than 10 percent disabling and for which compensation would not 
be payable. Our data also show a higher proportion of such non-compensable tumors 
among Persian Gulf veterans than among non-Gulf veterans. Other factors that 
must be considered before reaching valid conclusions about the grant rates of service 
connection for tumors include such things as length of service, branch and compo- 
nent of service, age, sex, and overall health status. 

Our data on Persian Gulf veterans actuaUy show that we have granted service 
connection for 72 percent of all fypes of neoplasms, both malignant and benign, for 
which these veterans submitted compensation claims. For m^gnancies, which ac- 
counted for only 11 percent of the total conditions, service connection was granted 
76 percent of the time. Service connection was granted for benign neoplasms 71 per- 
cent of the time. We caution that these statistics on service connection do not nec- 
essarily indicate any relationship between a particular veteran’s service in the Per- 
sian Gulf and the development of a neoplasm. They indicate that the neoplasm ap- 
peared either sometime during a veteran’s service, within a statutory one-year pre- 
sumptive period following service, or even beyond the statutory presumptive period 
if service connection was grants because evidence from the veteran’s service 
records allowed us to connect the neoplasm to an incident that occurred during ac- 
tive duty. 

The figures on Gulf War veterans show a somewhat lower frequency of service 
connection than do the data on other Persian Gulf era veterans who served in the 
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military but were not deployed to the Persian Gulf. VBA’s data on these Persian 
Gulf era veterans show liiat we have granted service connection for 84 percent of 
all t 3 T)es of neoplasms. For malignancies, which accounted for 19 percent of the total 
conditions, service connection was granted 89 percent of the time. Service connection 
was granted for benign neoplasms 83 percent of the time. I know of no reason for 
concluding that the difference in these rates and the rates for Persian Gulf veterans 
reflects, as you suggested they might, any VA bias against Persian Gulf veterans. 

The information provided the Committee regarding benign and malignant 
neoplasms identified in Persian Gulf War veterans was derived from the PGW Reg- 
istry examination database, VA’s hospitalization database and VBA’s compensation 
files. These databases identified 6,39'7 Persian Gulf War veterans and 21,227 other 
Persian Gulf era veterans with benign or malignant neoplasms. One cannot draw 
any scientifically valid inferences about the risk of developing a neoplasm among 
Persian Gulf veterans based on these data because of several important limitations. 

First, Persian Gulf War veterans have been authorized special eligibility to health 
care for both inpatient and outpatient treatment at VA m^ical facilities. The same 
special eligibility is not authorized for other Persian Gulf era veterans resirlting in 
a potential for underrepresentation of this veteran group. Second, of the 1,691 PGW 
veterans in VHA databases with neoplasms, 755 were identified in the PGW Reg- 
istry health examination program database. No similar database exists for other 
Gulf era veterans. Both of the above factors introduce a selection bias that makes 
comparison of the rates of neoplasms in these two groups invalid. Furthermore, 
these databases do not include individuals who sought care from non-VA medical 
facilities, including active duty military members. 

'The Department of Veterans Affairs has sponsored several research programs 
that can more appropriately assess the morbidity and mortality of Persian Gulf vet- 
erans related to neoplasms. The VA National Persian Gulf Survey is an epidemio- 
logical study that will assess the prevalence of symptoms and medical conditions in 
15,000 randomly selected PGW veterans and 15,000 Gulf era veterans. This study 
will be an important research component of VA’s overall plan to determine the rel- 
ative risk of developing neoplasms in these two groups. 

VA’s Environmental Epidemiology Service has completed a mortality study of Per- 
sian Gulf veterans. The mortality study investigated deaths through September 
1993 in Persian Gulf veterans and a comparison group, consisting of a stratified 
random sample of all active duty, reserve and National Guard members who served 
in the militmy between September 1990 and May 1991 but who did not serve in 
the Persian Gulf theater of operations. Preliminary results of that investigation re- 
veal no difference in cause-specific mortality related to neoplasms in Persian Gulf 
War veterans. However, since development of neoplastic disease following exposure 
to carcinogens often has a long latency period, VA will continue to monitor the 
health of Persian Gulf War veterans and update its mortality study at five year in- 
tervals. 

The Depsirtment of Veterans Affairs and the Persian Gulf Veterans Coordinating 
Board have led the coordination efforts among the agencies. We have listened to and 
addressed the recommendations of outside advisory and oversight committees while 
collaborating our efforts to an unprecedented extent with DoD and HHS. This col- 
laboration demonstrates the Administration’s commitment to compensating and 
meeting the clinical needs of our Gulf War veterans. 

Mr. Chairman, this completes my testimony. Dr. Murphy and 1 will now be happy 
to answer any questions that you or other members of the Subcommittee might 
have. 


Persian Gulf Veterans Coordinating Board Fact Sheet 

PERSIAN GULF VETERANS’ HEALTH PROBLEMS 
JUNE 1996 

The Persian Gulf Veterans Coordinating Board was established in January 1994 
to work to resolve the health concerns of Persian Gulf veterans, including active 
duty personnel and reservists with Gulf service. The board, headed by the Secretar- 
ies of the Departments of Defense (DoD), Veterans Affairs (VA), and Health and 
Human Services (HHS), is coordinating government efforts related to research, clini- 
cal issues and disability compensation. 
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BACKGROUND 

Some 697,000 active duty service members and activated National Guard and Re- 
serve unit members served in the Persian Gulf theater of operations during Oper- 
ations Desert Storm and Desert Shield. The majority of troops were deployed to the 
Gulf theater of operations before the air war began on January 16, 1991, and more 
than half of the deployed troops were withdrawn from the area by the first week 
of May 1991. However, an additional 250,000 individuals have been deployed over 
the ensuing five years, with 12,250 U.S. military members currently serving in the 
Gulf region. 

Responding to concerns about the health problems of Persian Gulf War veterans, 
in 1992 VA created the Persian Gulf Registry Program for all veterans who served 
in the Persian Gulf, inviting them to come to VA for a free medical examination. 
In addition, DoD has established the comprehensive clinical evaluation program 
(CCEP), to provide care and systematically evaluate Persian Gulf veterans and their 
family members. DoD, VA and HHS are investigating possible causes of Persian 
Gulf veterans’ health problems, including various chemical exposure combinations, 
leishmaniasis, health effects of oil well fires, petrochemical exposure, possible expo- 
sure to chemicaiybiological warfare agents, effects of vaccines and medications, and 
exposure to depleted uranium. The three departments are engaged in more than 80 
federally supported Persian Gulf-related research and evaluation projects, including 
studies of general health and environmental effects. This includes a newly an- 
nounced group of grants to a dozen non-federal researchers, federal agencies and 
academic institutions examining a variety of health issues in Gulf veterans or stud- 
ies of specific risk factors or iUnesses. In May 1995, President Clinton formed an 
independent advisory committee to review the research agenda as well as other gov- 
ernment activities related to the health of Persian Gulf veterans. 

VA HEALTH CARE — ^PERSIAN GULF REGISTRY 

VA’s Persian Gulf Regis^ Program offers a free, complete physical examination 
with basic laboratory studies to every Persian Gulf veteran. A centralized registry 
of participants who have had these examinations is maintained to enable VA to 
keep them informed through periodic newsletters. This clinical database also pro- 
vides a mechanism to catalog prominent symptoms, reported exposures and diag- 
noses. The 59,000 Persian Gmf veterans who have taken advantage of the physical 
examination program become part of a larger Persian Gulf Remstry of 220,000 that 
includes Gulf veterans who have used a variety of other VA health services, have 
filed a disability benefits cleiim, or whose survivors filed a claim for death benefits. 
VA has named a physician at every VA medical center to coordinate the special ex- 
amination program. In June 1994, VA expanded the basic examination protocol, 
which elicito information about symptoms and exposures, and directs baseline lab- 
oratory studies, including blood count, urinalysis, and a set of blood chemistries. In 
addition to this core laboratory work, for every veteran taking the Persian Gulf pro- 
gram examination, physicians may order additional tests and specialty consults as 
symptoms dictate. If a veteran’s s'^ptoms remain unexplained, VA provides an ex- 
panded assessment protocol, standiardized in collaboration with DoD, for use in eval- 
uation of unexplain^ illnesses. 

In addition to the Registry program, VA provides medical care to Persian Gulf 
veterans for illnesses possibly related to exposure to toxic substances or environ- 
mental hazards. Any Persian Gulf veteran who VA determines might possibly have 
an illness resulting from exposure to a toxic substance or environmental hazard in 
the Persian Gulf theater of operations has speciid eligibility for hospital and out- 
patient care. They have a higher eligibility for treatment than other nonservice-con- 
nected veterans. For Gulf veterans with tmexplained symptoms, the local VA physi- 
cians also may refer veterans to one of VA’s four Persian Gulf Referral Centers for 
additional specialty consultations. They are located at VA medical centers in Wash- 
ington, D.C.; Birmingham, Ala.; Houston; and Los Angeles. Also, VA is inviting 
spouses and children of Persian Gulf War veterans to take advantage of special 
health examinations being scheduled through VA’s national Persian Gulf Helpline. 
The free exams, administered by contractors of 33 VA medical centers, are available 
only to spouses and children of veterans who served in the Persian Gulf War and 
who have received a Persian Gulf Registry examination. VA estimates that the $2 
million authorized by Congress for this program wUl provide physical examinations 
for approximately 4,500 individuals. The program does not provide follow-up, treat- 
ment or compensation for the veteran’s spouses or children. 

VA offers a toll-free information line at 800-PGW-VETS (800-749-8387) where 
operators are trained to help veterans with questions about care and benefits and 
schedule the spouse and child examinations described above. Information also is 
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being disseminated 24 hours a day through a national electronic bulletin board at 
800-US 1-VETS (800-871-8387) or (PTP/Telnet to VAONLlNE.VA.GOV by 
Internet) as well as through a Persian Gulf Veterans’ Illnesses page on VA’s World 
Wide Web site at http:t/www. va.gov/health/environ/persgulf.htm. 

dod’s comprehensive clinical evaluation program 

DoD, in collaboration with VA, developed the “Comprehensive Chnical Evaluation 
Program” in June 1994 to provide an in depth medical evaluation to all ehmble 
beneficiaries who have health concerns foUowing service in the Persian Gulf All 
service members elimble for health care at DoD medical facilities, active, ready re- 
serves or retired, who participated in Operation Desert Shield and Desert Storm, 
and their family members, are eligible for the program. To register, individuals 
should caU the DoD hotline (800-796-9699) for Persian Gulf veterans. In April 
1996, DoD issued its fourth report. Comprehensive Clinical Evaluation Program For 
Gulf War Veterans — Report on 18,598 Participants: the majority of CCEP partici- 
pants have clear diagnoses which include a variety of common conditions for which 
they are receiving treatment and responding favorably; and, a small number of pa- 
tients have symptoms which are commonly seen in civilian medical practice, such 
as fatigue, headache and sleep disturbances. The report concluded that based upon 
the CCEP experience to date, there is no clinical evidence for a single or unique syn- 
drome among Gulf War veterans. However, a mild illness or a syndrome affecting 
a proportion of veterans at risk might not be detectable in such a case series. The 
results of the CCEP are consistent with the conclusions of a National Institutes of 
Health Technology Assessment Workshop Panel that no single disease or syndrome 
is apparent, but rather multiple illnesses with overlapping symptoms and causes. 

A specialized care center established at Walter Reed Army Medical Center in 
Washington, D.C., provides therapeutic care for some CCEP participants. The center 
uses multidisciplinary teams to provide intensive programs directed at improving 
the functional status of patients experiencing disabhng symptoms. An additional 
^ecialized care center is located at WUford Hall Medical Center in San Antonio, 
'Texas. This center provides treatment for Persian Gulf returnees with chronic pain 
and other health concerns. 


RESEARCH ACTIVITIES 

The federal government has steadily expanded research into the illnesses reported 
by Giilf War veterans, including a new portfolio of 12 studies that include both non- 
federal researchers, federal agencies and academic institutions. The compendium of 
new projects is in addition to some 70 federal research projects and other studies 
detailed in the May 1996 third annual Report to Congress: Research on Persian Gulf 
Veterans’ Illnesses. The new $7.3 million initiative results from a nationwide request 
for protocols that brought a broad response of 111 scientific proposals. The proposed 
investigations were reviewed by independent panels of experts and graded for sci- 
entific merit and for program relevance to key questions surrounding health issues 
of Gulf veterans. 

A blueprint to these fundamental questions was published by the Persian Gulf 
Veterans Coordinating Board in August 1995 as A Working Plan for Research on 
Persian Gulf Veterans’ Illnesses. The plan identifies major research questions and 
gaps in current knowledge, and required research that will close the gaps between 
what is known and what is needed. Among the 19 kev research questions hsted in 
the plan, the one identified as most important is the determination of whether Per- 
sian Gulf veterans are experiencing a greater prevalence of illnesses in comparison 
with an appropriate control population. Eight controlled scientific studies are being 
funded to address that question. 

Additional research goals include identi^ng possible risk factors for any excess 
illness or death, as well as funding appropriate diagnostic tools, treatment methods, 
and prevention strategies for any conditions found. The annual research plan will 
coordinate federally sponsored research to ensure all the relevant research issues 
are targeted and unnecessary duplication is avoided. 

Persian Gulf veterans have expressed concern about birth defects in their chil- 
dren. While there are no current data supporting an increased rate of birth defects 
in the children of Persian Gulf War veterans, this is an iinportant research question 
and deserves extremely careful review. A study conducted by the Mississippi State 
Department of Health in conjunction with the Centers for Disease Control and Pre- 
vention (CDC) showed no increase in birth defects or illnesses among children bom 
to Persian Gulf veterans in two National Guard units. In addition, preliminary re- 
sults of DoD epidemiologic research demonstrated no increase in the overall rate of 
birth defects among children bom after active duty servicemembers returned from 
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the Gulf compared to children of a control group of active duty service members who 
did not serve in the Gulf. Ongoing DoD, VA and GDC studies are examining the 
issue of birth defects, reproductive health, and family health status. 

RESEARCH STUDIES AND EVALUATIONS 

• A panel of nongovernment experts brought together at a National Institutes of 
Health-sponsored workshop in April 1994 examined data and heard from both veter- 
ans and scientists. The panel concluded that no single cause or biological expla- 
nation for the reported s 3 rmptoms could be identified and indicated that it was im- 
possible at that time to establish a single case definition for the health problems 
of Gulf veterans. 

• VA and DoD have contracted with the National Academy of Sciences to review 
existing scientific and other information on the health consequences of Gulf oper- 
ations. An interim report was issued Jan. 4, 1995, and a final report is expected 
in late 1996. 

• The Naval Medical Research Center in San Diego, in collaboration with VA in- 
vestigators, has begun epidemiolomcal studies comparing Gulf veterans and control- 
group veterans (who served elsewhere) to detect differences in illnesses, hospitaliza- 
tions, and birth outcomes in large cohorts of active duty service members. 

• VA has initiated a mail survey of a random sample of 15,000 Persian Gulf vet- 
erans and active duty members with Gulf service to compare their health status 
with an equal-sized group not deployed to the Gulf. Information on the health status 
of famUy members also will be included, including birth outcomes and illnesses in 
the children bom to veterans in the survey. A health examination will be offered 
to a r^resentative sample to help evaluate participants’ S}rmptoms. 

• GDC, in collaboration with the Iowa Department of Ribuc Health and the Uni- 
versity of Iowa, is conducting a telephone survey of approximately 4,000 active and 
retired military personnel from Iowa to compare the health status of veterans who 
served in the Gulf with that of veterans who served during the Gulf War but were 
deplwed elsewhere. 

• CDC also is studying a group of Air National Guard Persian Gulf War veterans 
in the state of Pennsylvania for any pattern of unusual illnesses. In the June 16, 
1995, Morbidity and Mortality Weekly Report, the CDC said preliminary findings in- 
dicate that some chronic symptoms were reported more commonly by Persian Gulf 
War veterans than by nondeployed Persian Gulf War-era service personnel. How- 
ever, standardized physical examinations and reviews of laboratory test results did 
not reveal consistent abnormalities. The study is continuing to examine risk factors 
for symptoms. 

• VA has ansilyzed cause-of-death data gathered from death certificates for its 
Mortality Follow up Study of Persian Gulf Veterans, comparing Gulf-deployed vet- 
eran non-combat deaths with a control group of troops never deployed to the Gulf. 
As has been observed after other wars, veterans of the Persian Gulf War have expe- 
rienced a higher incidence of death due to accidents. When this contributing factor 
is excluded, Persian Gulf veterans have not emerienced a higher mortality rate due 
to disease-related causes. Both the Persian Gulf and non-deployed control group vet- 
erans had a lower death rate than Americans their age in general. A final report 
has been submitted for publication in a scientific joumau. 

• In October 1994, VA established three environmental hazards research centers 
with an initial focus on the possible health effects of environmental exposiu-es of 
Persian Gulf veterans. The centers are located at VA hospitals in Boston; East Or- 
ange, N.J.; and Portland, Ore. The centers are being funded for five years with a 
total annual budget of approximately $1.5 million and an additional $300,000 for 
equipment costs in the first year of operation. A total of 14 individual protocols are 
scheduled on a variety of interdisciplinary projects. 

• The Baltimore VA Medical Center is following the health status of individuals 
who retained embedded fiagments of depleted uraniiun from injuries sustained dur- 
ing the Persian Gulf War. 

• The Birmingham VA Medical Center is conducting a pilot clinical program that 
includes an extensive battery of neurological tests aimed at detecting the kind of 
dysfunction that would be expected after exposure to nerve agents. 

• DoD will study the effecto of chemical/enviromnental exposures. 

• DoD is continuing its work as a world leader in developing a less invasive test 
for viscerotropic leishmaniasis that may provide for broader diagnostic screening in 
the future. 

• DoD is developing a gei^aphic information system (GIS), or troop location reg- 
istry. The GIS wiU allow muitiuy unit locations diuing Operation Desert Storm to 
be compared with air quality measurements, reported SCUD attacks, chemical/bio- 
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logical weapon detection reports, weather reports, and other factors. Additionally, 
this will be a valuable tool for future epidemiologic studies. 

• Both VA and DoD are continuing to examine the role of stress from deployment 
and post-traumatic stress disorder, with a goal of developing intervention strategies. 

COMPENSATION 

Realizing that research will take time to find answers to Persian Gulf veterans’ 
health questions, the Clinton Administration supported legislation, enacted in 1994, 
to give VA authority to award compensation benefits to chranically disabled Persian 
Gulf War veterans with undiagnosed illnesses. Under a final regulation published 
Feb. 3, 1995, VA has begun paying compensation to Persian Gulf veterans suffering 
from <^onic disabilities resulting from undiagnosed illnesses that became manifest 
during service in the Southwest Asia theater or within two years thereafter. Some 
23,776 veterans with Persian Gulf service ciurently are receiving VA compensation 
or pension benefits for chronic disabilities, injuries or diagnosed Ulnesses of all 
kinds. 

Mr. Shays. Before calling on Mr. Buyer, I do want to ask a basic 
question because I’m beginning to wonder if we’re on the same 
wavelength. 

Mr. Joseph, do you believe that there are Gulf war illnesses? 

Dr. Joseph. Do you believe that there are Gulf war illnesses? 

Mr. Shays. Yes. 

Dr. Joseph. Absolutely. 

Mr. Shays. OK. 

Dr. Joseph. But I do not believe, Mr. Chairman, and I believe 
that 

Mr. Shays. Move the mic down just a little. 

Dr. Joseph. Oh, we’re having trouble with the mic, I guess. 

Mr. Shays. If you’d just lower it down, that would be appre- 
ciated. If it’s under your chin, it seems to pick up better. 

Dr. Joseph. How is that? 

Mr. Shays. That’s better. Thank you. The question is do you be- 
lieve that there are Gulf war illnesses? And the answer is abso- 
lutely? 

Dr. Joseph. Absolutely. But what I do not believe is that, one, 
there is any single or unique illness that explains a large majority, 
preponderance or even large fraction of the illnesses experienced by 
people who returned from the Gulf, nor do I believe that we have 
evidence to date of an illness that is unique or not explainable by 
our current medical knowledge to date. 

Mr. Shays. I’m sorry, what to date? 

Dr. Joseph. To date. 

Mr. Shays. OK. Mr. Hickman. 

Mr. Hickman. I believe that there are, certainly, Persian Gulf 
veterans who are ill. We have granted service connection for over 
25,000 at this point in time. We have granted service connection 
for over 500 veterans who have undiagnosed illnesses. 

Mr. Shays. Well, it leads to other questions, but at this time I’m 
going to ask Mr. Buyer to take the floor. 

Mr. Buyer. Thank you, Mr. Chairman. Actually, your opening 
was pretty good. It was pretty good because therein lies — I have to 
go back to the history of this. 

What we saw’ quickly, when some reservists in Indiana first 
came forward with some Gulf war illnesses, first you have to ask 
how did this come forward. 
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It was interesting that it was the wives. The wives had these 
family support networks while soldiers were away during the Gulf 
war. 

And then, when the soldiers came home from the Gulf war, 
friendships that developed because of the war they stayed in touch 
with each other. 

So Jane would call Mary and say, “How is John doing?” “Oh, 
gosh, John isn’t doing very well at all.” And pretty soon they start- 
ed putting all this together that something has happened to their 
husbands; something has happened to their wives. 

And it came through the family support network. That’s how all 
this came about. And then, when the first medical teams were sent 
out to the 123d Arcom in Indianapolis, IN, is when many of us who 
have some knowledge of the issue became hesitant, hesitant with 
regard to the medic^ institutions. 

It was, kind of, brushed aside, saying Post-Traumatic Stress Dis- 
order. While there can be physical ailments from Post-Traumatic 
Stress Disorder, many of us became concerned that medicine with- 
in the medical institutions were overeager to pigeon hole with a di- 
agnosis. 

That is why we have a very lively debate between Dr. Joseph 
and myself and some others with regard to your opening question. 

He is confident, speaking as the medical institution of the U.S. 
military, that all of this can be defined within present medical 
knowledge. 

And I’m one that says I think that what you have to practice is 
medical ignorance. If, in fact, you have something in front of you, 
you should stop and seek the greater understanding. 

And that’s why we’re funding a lot of the medical research that’s 
out there. So I think your opening was very good. 

I’ve read the transcript from this press conference that was held 
by Mr. Bacon and Dr. Joseph. I read through this twice. My inter- 
pretation is that it was a hastily put-together press conference. 

The comment was made that no stone will be left unturned. My 
reaction by reading this is who kicked the stone? I got the sense 
that information must have been leaked or got out to someone 
else’s hands, and we’d better do a press conference to show that 
we’re doing it. 

Here is one thing where I cringe, because Joe Kennedy and Lane 
Evans and I and others who have been involved in this issue, this 
is not political issue at all. 

And when I see this press release from the Office of the Presi- 
dent of the United States and I see the politicalization of this par- 
ticular issue as if here are all our energies, and here is how it’s 
being devoted. Please do not politicize the Persian Gulf war illness 
issue. 

If you want to politicize this one, I’m coming down hard. Veter- 
ans, when they go serve their country, and you know this. Dr. Jo- 
seph, nobody ever asks them if thej^re a Democrat or ever asks 
them if they’re a Republican. 

So be very hesitant if the White House seeks to politicize this 
issue in a popular Presidential season. That’s my only request of 
you. 

[The press release follows:] 
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THE WHITE HOUSE 
Office of the Press Secretary 


For Immediate Release 


June 21, 1996 


STATEMENT BY THE PRESIDENT 


In March 1995, 1 announced my intention to leave no stone unturned in 
our efforts to determine the causes of the illnesses being experienced by 
veterans of the Gulf War and to provide effective medical care to those who arc 
ill. Since that time, we have been pursuing a wide range of initiatives on Gulf 
War illnesses, including re-examining intelligence and operational records for 
evidence of possible exposure to chemical or biological weapons. 

As part of this ongoing effort, the Department of Defense, based partly on 
information brought to its attention by the United Nations Special Commission, 
has confirmed that, shortly after the war, U.S. troops destroyed an Iraqi 
ammunition bunker that contained chemical weapons. Chemical detectors 
were used by U.S. troops both before and during the destruction operation. 
While we have no evidence today that Americans were exposed to chemical 
weapons during the operation, this is a very important issue which we will 
continue to investigate thoroughly. 

The release of this new information reflects my commitment to 
unraveling the Gulf War illnesses problem. We will continue to work closely 
with the Presidential Advisory Committee on Gulf War Veterans’ Illnesses to 
ensure that we are doing everything possible to address the health 
consequences of service in the Persian Gulf. We will also continue to make 
new information on this important issue available to veterans and their 
families. 


# # # 
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Mr. Buyer. Would you answer this question for me? Are my in- 
stincts correct or not correct? Was this information that you had 
for over a month, did you have a sense that it was leaked into the 
press’ hands, and you had to call a press conference? 

Dr. Joseph. No. 

Mr. Buyer. OK. 

Dr. Joseph. Let me amplify that answer, if I may, Mr. Buyer. In 
a certain way, the development of that information could be seen 
as a success story. 

I hesitate to use that word because I don’t think we can claim 
many successes on this issue before. But, in fact, what happened 
was that information which became available back in 1991 and in 
the context of that time was not seized upon would not have been 
rediscovered had we not had the declassification and the Persian 
Gulf investigating team efforts and the Presidential Advisory Com- 
mittee all working. 

That information was resurfaced over the past few months, and 
it took some time to dig out what we knew about it. And as I’ve 
said in my testimony and as, perhaps, appears to you as hasty in 
Friday’s press conference, it’s still a very incomplete story and an 
incomplete fabric. 

We felt it was very important, as soon as we had enough of that 
information together, to understand that we believe that there was 
a high probability, not certainly, but a high probability that U.S. 
forces were exposed to chemical agents in that detonation back in 
March 1991, to put that information out. 

Mr. Buyer. All right. Let me share some history 

Dr. Joseph. And we did that. 

Mr. Shays. Let me just say that I’m more than willing to let my 
colleagues ask questions and let you ask questions for more than 
5 minutes. We’re going to keep going back and forth. 

If the gentleman doesn’t mind, I’d like the gentleman to con- 
tinue. 

Mr. Buyer. Thank you. Some history here. On November 10, 
1993, the Pentagon issued a press release on the check chemical 
agent detections 

Mr. Shays. I’m sorry. We’re just going to hit the clock. We’ll 
allow 10 minutes. 

Mr. Buyer [continuing]. And stated that we have no independent 
verification of the detection. And the same release indicated that 
the U.S. team concluded that the checks did not detect agents. 

But May 25, 1994, your boss, the Under Secretary of Defense Ed 
Dom, testified before the Senate Banking Committee and stated 
that “No chemical or biological weapons were found in the Kuwaiti 
theater of operations. The international community agrees with 
these conclusions.” 

On May 1, 1996, MG Ronald Blanks stated before the Presi- 
dential panel on the Gulf war that, “Clearly, there is some evidence 
of low level exposure to chemical agents.” 

You were quoted in USA Today as stating that there was no 
plausible evidence of exposure. On June 21, then, Mr. Macon, at 
the press conference that you also attended, stated that, “Iraq de- 
clared Kamisiyah as a chemical weapons storage site shortly after 



237 


the Gulf war and the UNISCOM first visited the site in October 
1991.” 

There are some real inconsistencies here that bother me. At the 
same press conference, Mr. Bacon stated that *11.8. troops had in- 
spected the bimker with chemical detectors prior to its destruction 
and found no evidence of chemical agents. The detectors in use dur- 
ing the destruction also did not confirm the presence of chemical 
agents.” 

What I’ve noticed, having read this, is that you’re rel 5 dng upon 
two things — correct me if Fm wrong, because I want to be very ac- 
curate — ^that of the Iraqis themselves saying that, yes, there were 
chemical agents that were weaponinized, and No. 2 that you de- 
tected some form of a chemical inside a shell, you didn’t, but that 
the inspectionsite detected a chemical inside one of the shells that 
could lead to this potential saying that, in fact, that’s what’s used. 

Dr. Joseph. Sarin, Mr. Buyer. 

Mr. Buyer. Well, Sarin is the agent. 'The lining inside the shell. 

Dr. Joseph. Just the polyethylene l ining . 

Mr. Buyer. Polyethylene lining. Are those the two pieces of evi- 
dence that you’re relying on now to say yes, in fact, that there were 
munitions there that were destroyed that had a chemical agent? 

Dr. Joseph. Those are not the complete evidence that makes us 
believe that certainly when the UNISCOM inspection took place in 
October 1991 that there were chemical munitions and makes us be- 
lieve it was highly probable that those mimitions were probably 
there back in March when our people were there. 

Mr. Buyer. Are you, then, very concerned that our chemical de- 
tections did not pick up a chemi^ agent back in 1991? If, in fact, 
your testimony is it’s highly probable that chemical agents were 
there, then we have a problem with oiu* detection equipment. I 
mean, that’s what it would lead me to believe. 

Dr. Joseph. Let me say to that, one, not necessarily. No. 2, I’m 
not the technically competent person to answer that question about 
with the quality of the detection equipment. 

But it’s not at all inconceivable that intact ordinance in March 
1991 would not have given a positive result. 

Mr. Buyer. OK Let me move quickly to some of your medical 
research. You’re aware of my trip to the United Kingdom, and the 
medical team has also visited here since my visit with the Minister 
of Defense, Nicholas Sommes. 

What tjrpe of coordination is the United States going to do with 
our ally, the United Kingdom, in our medical research? 

Dr. Joseph. We’ve had, really, a close collaborative relationship 
with the Ministry of Defense for at least 2, 2^2 years now in terms 
of shared information about oiu- findings on both sides, visits of 
their parliamentary committees here — I think this was their third 
visit. They are just here last week — ^and our visits, including my 
visit over there. 

In addition, as you Fm sure know, because you had the piece of 
paper there, I noticed, during your opening statement, among the 
research projects that we will be funding in this current round is 
an epidemiologic study of Gulf war illnesses in British veterans 
that will be fimded to a British institution. 

Mr. Buyer. All right. Thank you. I’ll have other questions. 
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Mr. Shays. Yes. We have about 5 minutes. Do you want to start 
and then come back, or do you want to go? 

Mr. Fattah. I defer to you, Mr. Chairman. 

Mr. Shays. OK. Why don’t we let you answer all your questions 
at one time, and then we can come back. So if you don’t care, I will 
call us at recess. We’re just going to go vote and come back. Thank 
you. 

[Recess.] 

Mr. Shays. Dr. Joseph, I feel there is a big disconnect at this 
hearing. I will also share to you I am probably more nervous than 
I’ve ever been at any hearing because I am nagged by some things 
that just don’t jive and the implications I think are serious. 

I don’t want to be unfair to you. I don’t want to be unfair to any- 
one who comes and testifies, but it seems to me a little disingen- 
uous to say that you decided to have a press conference at 4 o’clock 
on Friday because you wanted this information out. 

Four o’clock Friday is usually when you don’t want people to 
have the information. Congress has left. The press has gone home 
for the weekend. That’s the time to have the bad news story. 

Because you are under oath, I want to ask you how long you had 
this information? 

Dr. Joseph. I will answer your question. First of all, I am not 
sure whether you’re accusing me of being disingenuous, but I’m not 
being. 

Second of all, I think if you want to talk about the rhythm and 
the timing of press conferences, you probably would be much better 
talking to the Assistant Secretary for Public Affairs. 

Now let me answer your question, Mr. Chairman. This informa- 
tion was developed over the period of, I don’t know, some weeks or 
months starting back — and I can’t remember the exact date. I can 
get it for you, if you wish — when the person who heads the inves- 
tigating team who reports to me came and said, ‘We think there 
may be some information relating to chemical weapons that might 
have been in a bunker someplace eiround Bosrah.” 

And between that point and the point where we had — and I re- 
emphasize — the incomplete but clear enough information that we 
released on Friday was a period of trying to corroborate, see what 
more this was. 

You have to remember this was back through the fog of 4 to 5 
years, millions of pieces of information, et cetera. 

So I don’t think it was disingenuous. I think it was important to 
have that information out. We did it in the way that we thought 
best and most responsible. 

Mr. Shays. Dr. Joseph, there is not a Member of Congress who 
wasn’t briefed and didn’t know that the Iraqis had both chemical 
and biological agents, and there is not a Member of Congress who 
didn’t know that these agents were throughout Iraq. 

We bombed, we destroyed 100 bunkers, 100 depots, and it seems 
fairly logical to me that somewhere in those 100 depots there would 
have been some chemical weapons. 

My question to you is when did you know there was a chemical 
weapon in any of these bunkers? 

Dr. Joseph. When did I know that there was a chemical weapon 
in the bunkers? 
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Mr. Shays. Yes. 

Dr. Joseph. Several days before the press conference. 

Mr. Shays. How many days before? 

Dr. Joseph. I can’t tell you exactly. 

Mr. Shays. No, no, no. You can. 

Dr. Joseph. No. I can’t tell you exactly, Mr. Chairman. 

Mr. Shays. Why can’t you? This is a big issue. This is an issue 
about our men and women who were exposed to chemical and pos- 
sibly biological agents, and you’re telling me it’s a forgettable 
event? 

Dr. Joseph. 'That is not at all what I’ve said, Mr. Chairman. 

Mr. Shays. I want to know when, and I want to know who told 
you. 

Dr. Joseph. I knew with a high probability that we now accept 
that there were chemical agents in that bunker at that site several 
days before the press conference. 

Now, I can’t tell you whether that was 2 days or 4 days or 3 days 
but several days 

Mr. Shays. The same week? 

Dr. Joseph. Pardon? 

Mr. Shays. The same week? 

Dr. Joseph. I believe that same week. 

Mr. Shays. Who told you? 

Dr. Joseph. I believe that the first person who told me that was 
the head of the investigating team. 

Mr. Shays. And who was that? 

Dr. Joseph. Col. Ed Conisberg. I believe he was the first. 

Mr. Shays. Did you ask him when he knew about it? 

Dr. Joseph. Well, as I’ve tried to explain to you several times, 
this is an evolving piece of information. He had some suspicion that 
there may have been agents in that bunker back months before, 
several months before, but there was a process of trying to validate 
that and corroborate it and find out what the information was. 

Mr. Shays. What was involved with validating? What did you 
have to do to validate? 

Dr. Joseph. Well, one, he wo\ild try to have to go back and see — 
remember, as I said 

Mr. Shays. This information was 

Dr. Joseph. I’m trying to answer your question, Mr. Chairman. 

Mr. Shays. But I want to preface it. This information was in our 
hands in 1991? 

Dr. Joseph. This information was in the hands of the U.S. Gov- 
ernment in 1991, that’s correct. 

Mr. Shays. The U.S. Government is kind of nebulous to me. It 
was in the hands of the DOD? 

Dr. Joseph. It was in the hands of the DOD in 1991, that’s right. 

Mr. Shays. OK. Who had that information? 

Dr. Joseph. I can’t tell you that. I don’t know who had the infor- 
mation. 

Mr. Shays. OK 

Dr. Joseph. Of course, most of the people who had access to that 
information, whether military or civilian, back in 1991 are no 
longer in the Pentagon. 
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Mr. Shays. The sad thing is some people may not even be alive 
today because we have waited so long to come to grips with this 
issue. 

Dr. Joseph. I don’t think there is any evidence for that state- 
ment, Mr. Chairman. 

Mr. Shays. You don’t? 

Dr. Joseph. No, I don’t. 

Mr. Shays. Well, maybe you need to talk with some of the veter- 
ans I’ve talked with. 

Dr. Joseph. Well, I’ve talked to a lot of veterans, Mr. Chairman. 

Mr. Shays. So your testimony before us is you don’t remember 
exactly when you found out. Who told you again? 

Dr. Joseph. My testimony exactly was that I believe that I first 
became aware that there was a significant probability, high prob- 
ability, acceptable probability that there were weapons in that 
bunker and in that complex during that week, sometime during 
that week. 

Mr. Shays. When did you have a low probability, when were you 
told there might be a low probability that there might be chemicals 
or biological agents? 

Dr. Joseph. The investigation team was looking at hundreds of 
issues related to Persian Gulf illnesses for months now. 

And I believe the first time that they talked about this issue to- 
tally unconfirmed at that point was probably back in the late fall. 
Again, I couldn’t tell you exactly. 

Mr. Shays. So in the late fall, there was a concern that at this 
site there may have been low level chemical agents, and it was only 
confirmed that there were low level 

Dr. Joseph. I think I and others in the department, sure. 

Mr. Shays. Pardon me? 

Dr. Joseph. I and others in the department. I’ll repeat again the 
reason that this has surfaced is because beginning in 1995 the dual 
track of declassifying this mountain of material that was in the de- 
partment’s files and other agencies’ files and putting a special in- 
vestigation team together to look at particular issues that might be 
fruitful began. That’s the reason we know this now. 

Mr. Shays. One of the people who testified before our committee 
was a gentleman named Brian Martin. He was in the Army’s 37th 
Engineering Battalion, and he testified before this committee. 

Let me ask you this question, if you don’t test for the use of 
chemicals, is it significant that you haven’t found chemicals? 

Dr. Joseph. If we don’t test where for the use of chemicals, Mr. 
Chairman? 

Mr. Shays. In the battlefield. 

Dr. Joseph. There was testing for chemicals on the initial U.S. 
inspection of those bunkers. I’ve heard Sgt. Martin’s testimony. I 
saw him on TV yesterday morning, and I know he says opposite. 

Mr. Shays. Sgt. Martin may be dying. So I don’t think he has 
any real interest to, kind of, beat around the bush. I spoke with 
him on the phone today, and he said he would swear under oath 
that there was no testing done before they blew up these bunkers, 
during it or after. There was none. They were packed in the truck. 

So when you tell me that no test disclosed it, if no tests were 
done, what’s the significance of no test disclosing it? 
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Dr. Joseph. It’s not my purpose here to demean Sgt. Martin, but 
neither you nor I, Mr. Chairman, was there. Sgt. Martin was. 

Mr. Shays. Correct. 

Dr. Joseph. It’s perfectly possible, given his job and where he 
was, that he might not know whether there was testing. 

Mr. Shays. OK. 

Dr. Joseph. If I may finish, Mr. Chairman, what our investiga- 
tive team has done in the last, I guess, week or 10 days has gone 
back and talked to the commanding officer of that unit at the time, 
has gone back and talked to the NBC officer on the EOD team, has 
gone back and talked to a number of members of that EOD team. 

Mr. Shays. What did that talk result in? 

Dr. Joseph. It resulted in their information that the site was 
tested when the EOD and NBC teams went in. That’s their mem- 
ory. 

Mr. Shays. Was the site tested when the soldiers were there 
blowing it up? 

Dr. Joseph. The soldiers were not there blowing it up, Mr. 
Chairman. The way this worked was that initially the NBC team 
and EOD people went in in mop gear, inspected the bunkers, tested 
for agents, did not find any. 

Then, they went on through the area without mop gear laying 
the explosives. Then, the engineering battalion moved off to a posi- 
tion about 3 miles, I t hink north of the site, and over a series of 
hours, I believe, the bunkers were blown. 

Mr. Shays. Tliere were a number of bunkers blown. You’re say- 
ing that they tested the sites. And you’re under oath. You have 
knowledge that they did, in fact, test the sites? 

Dr. Joseph. I don’t have personal knowledge. 

Mr. Shays. Well, are you, under oath, are you telling us 

Dr. Joseph. That my information is that the individuals I’ve de- 
scribed to you who were contacted described their testing of the 
sites before any explosion, any demolition was done, in which case 
all tests were negative. 

During the demolitions, there were repeated testing in sequence 
between the series of demolitions. At one point in that series 

Mr. Shays. Mr. — ^I’m sony. 

Dr. Joseph. At one point in that series one test gave a positive 
result. It was, I believe, immediately repeated and showed nega- 
tive. That was the only deviation from all the negative results. 
That’s the information I have, and that’s what I’m testifying to. 

Mr. Shays. Do you have any records of these tests, printouts? 

Dr. Joseph. I don’t. I wouldn’t have those records. They’re, per- 
haps, operational records that we could get from the Army that 
would have them. 

Mr. Shays. We’ll get back. 

Dr. Joseph. And we’d be happy to reply on the record to that. 

Mr. Shays. All right. I will have Mr. Fattah ask questions. For 
the record, Mr. Martin was the driver for the commanding officer. 

Dr. Joseph. That’s correct. 

Mr. Shays. And he said to me he would swear on a bible with 
God as his witness that the testing equipment that they had was 
packed up and never used, period. Mr. Fattah. 
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Mr. Fattah. Mr. Chairman, let me thank you for the opportunity 
to ask a few questions. 

Mr. Shays. As many as you want. 

Mr. Fattah. Let me first state to my colleague who is, unfortu- 
nately, not a member of the committee, and I appreciate his con- 
cern, but when he accuses, seemingly, the White House of trying 
to politicize something that no one has tried to politicize, as best 
as I can determine, without any foundation, I think it’s at least in- 
appropriate historically in this committee for us to make un- 
founded allegations. So I just want to attempt to set the record 
straight. 

Dr. Joseph, let me see if I can walk through this. You have, 
through your testimony, laid out seemingly a very comprehensive 
approach to trying to address issues related to those veterans of 
our country who served in the Gulf and make sure that we are 
doing ever^hing that we can do to determine the state of their 
health and to make sure that they appropriately have the meas- 
ured care that’s needed. 

Are you aware of any recommendations from the congressional 
hearings that have taken place so far or from veterans groups or 
others that reasonably should be being implemented that are not 
being implemented at this time? 

Dr. Joseph. Well, I shouldn’t speak for the VA. I’m not aware of 
anything that Congress has asked DOD to do that we have not 
done. 

I’m sure everybody would like some of the research answers 
quicker. So would we, but it doesn’t work that way. Life isn’t that 
way. 

But I think in terms of both the diagnosis and the care and the 
research and looking to try and find instances such as the one 
we’re discussing today, I mean, would really anybody have it that 
if we found that out and didn’t make it public that that would be 
a better approach? 

I mean, our whole approach here with the Gulf war illnesses has 
been to try and understand what went on and to make that infor- 
mation public. We’ve done that with the clinical information, and 
we’ve done it with the other information. That’s why we’re here 
today. 

Mr. Fattah. Now, let’s me ask you a more detailed question. 
Seemingly, in this search for answers here, there seems to be a 
suggestion that perhaps among the troops who went that some of 
the problems are more common among reservists in terms of some 
of the tumors that have shown up, noncancerous tumors. Is that 
correct? 

Dr. Joseph. I don’t believe so, Mr. Fattah. In the 20,000 person 
evaluation, you’ll see analysis of the clinical information by reserve, 
active duty, by service, by unit, et cetera. 

I think very early on in this issue, back in about 1993, 1994, 
there was a popular belief that the reservists had a higher preva- 
lence of illnesses than the active duty. I don’t believe that has been 
borne out. 

Now, again, that’s where the Geographic Indicator Study is going 
to be so valuable, because we’ll be able to go down to the unit level 
for every day and for every place and run those kinds of issues out. 
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But I don’t believe that’s an issue that 

Mr. Fattah. Did you say that that would be on line as of around 
July 15? 

Dr. Joseph. 'That will be on line on July 15. We have some pre- 
liminary runs, but there are some units that are not yet — some of 
the Army units are not yet entered. We have all the Air Force and 
the Navy units in there. 

Mr. Fattah. Let’s see if we can lay out a time line here in terms 
of the registry that was put into place and the authorization for the 
VA to take additional action. 

I guess I should ask Mr. Hickman this. The overall Persian Gulf 
registry as of February or so, was that around 180,000? Is that cor- 
rect? 

Mr. Hickman. Let me ask Dr. Murphy to answer that. 

Dr. Murphy. Maybe we should clarify terms. The legislation ac- 
tually defines a he^th registry be set up but also defines a larger 
regist^ of Persian Gulf veterans that would include those that 
come in for the health examination, those that come into the VA 
for any kind of health care in-patient or out-patient plus anybody 
who comes and applies for benefits. 

As of April 1996, I believe there are almost 190,000 individuals 
who have come to VA for some kind of care or benefits. 

Mr. Fattah. Now, Mr. Hickman, are you aware of any actions 
that the Congress has requested through legislation or others, 
major veterans organizations that they will like to see be done in 
terms of issues related to Gulf war veterans and illnesses related 
thereto that the VA is not following up on at this point? 

Mr. Hickman. Mr. Fattah, I’m not aware of any. Let’s see if Dr. 
Murphy is aware of any. 

Dr. Murphy. There are some actions that were requested and 
are yet incomplete, but they’ve all at least had some action taken 
at this point. 

Mr. Fattah. Because the best as I can understand at the mo- 
ment is that people perceive that all that can be done is being done 
to move us forward on these issues, and I’m just trying to delineate 
and make sure in the record we would clarify that. 

Now, are you getting all the support that you need — let me ask 
both Dr. Joseph and Mr. Hickman — from the administration and 
from the highest levels in the administration on these matters? 

Dr. Joseph. Well, I think that, as Mr. Buyer said, this really has 
been an issue where both from the Congress and from the adminis- 
tration there has been a desire to work this issue as hard and as 
thoroughly £is possible, get the information out. 

We have had all the support both in terms of resources and di- 
rectives to get the various tasks done from both the Congress and 
the administration. There is nothing else that I need that I don’t 
have. 

Mr. Fattah. OK. Mr. Hickman. 

Mr. Hickman. I think the establishment of the Coordinating 
Board involving VA, DOD and HHS certainly signifies a coopera- 
tive attitude among those three departments. I’m not aware of any 
lack of cooperation from anyone at this point. 
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Mr. Fattah. Let me ask you about this collaborative effort, be- 
cause I do think that it is very healthy to see these various bu- 
reaucracies working together. 

I did note that you did not have, and maybe you do have it either 
formally or informally tied into the Center for Disease Control and 
the National Institutes of Health, are there other entities in the 
government that perhaps have resources that could be useful? 

Dr. Murphy. Well, actually, HHS is a partner in the tri-service 
Coordinating Board. It’s DOD, VA and HHS, and part of HHS is, 
as you know, the National Institutes of Health and CDC. 

CDC has been a very active partner in this. Dr. Joseph and Dr. 
Kizer, through the Department of Defense and Department of Vet- 
erans Affairs in conjunction with the Pennsylvania State Health 
Department requested CDC to go up to Pennsylvania last year to 
do a cluster investigation on a group of Persian Gulf veterans, and 
that has furthered our knowledge, our scientific knowledge, on this 
issue. So they’ve been active and very helpful in our work. 

Mr. Fattah. OK. Let me thank you for those answers, and I’ll 
turn it back over to the chairman. 

Mr. Shays. Mr. Buyer. Dr. Murphy, if you’re answering ques- 
tions, if you’d just move the mike a little closer. It doesn’t quite 
pick up. That’s better. 

Dr. Murphy. Sorry. 

Mr. Buyer. I just want to begin, and thank you, Mr. Chairman, 
for participating in this hearing. You’re right. I don’t know the cus- 
toms and the practices of the membership of this body, but I do 
know that in all my years as a practicing lawyer I don’t make un- 
founded allegations or unfunded obligations. 

Mr. Fattah. If the gentleman would yield, the point I made is 
that you made an allegation in your opening about the White 
House politicizing it because the White House stationery was on a 
release which is 

Mr. Buyer. Well, I’ll share this with the gentleman. He can read 
it during my questioning, and then he can tell me, since the Presi- 
dent is so low in numbers of veterans, given his record, then I 
can 

Mr. Shays. Here is what we’re going to do here. Because this 
is 

Mr. Fattah. If you want to attack the President, which seems to 
be like 

Mr. Shays. I’m going to ask both 

Mr. Fattah [continuing]. The sport around here in Washington, 
you can do it in some other forum. 

Mr. Shays. I’m going to ask both gentleman to suspend. Mr. 
Buyer, you are a guest here. You happen to be, obviously, the most 
knowledgeable person, and we’re eager to have your questions on 
this hearing, and please feel free. Your point is well taken. 

Mr. Buyer. Thank you. One thing, I want to thank Dr. Murphy, 
your testimony with regard to the 190,000. I think it’s important 
for people to realize that of the 696,000 service men and women 
that were in the Gulf war, 190,000 have been seen in our VA hos- 
pitals for one reason or another, and over 27,000 signed up for your 
program. 
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Of that, over 20,000 I think participated in the program. So now 
we’re talking about over 200,000 — ^pardon? 

Dr. Murphy. I apologize. The CCEP participants are included in 
that 190,000. 

Mr. Buyer. So would that be total number? 

Dr. Murphy. That’s total number. 

Mr. Buyer. Total number, including yours. Dr. Joseph, and the 
VA is about 190,000? 

Dr. Murphy. Yes. I apologize. That’s my mistake in not including 
them. 

Mr. Buyer. That’s fine. It’s pretty significant in and by its num- 
ber. Would you agree? 

Ms. Murphy. Yes. 

Mr. Buyer. I mean, when you look at only 696,000 of us, 
190,000. But now, what I think is difficult and very challenging for 
you and I think what America, hopefully, and my comrades who 
served there should realize how difficult it is for you to try to sepa- 
rate between those of whom have some form of causal link that we 
presently don’t imderstand and some form of illnesses for which 
they would have come down with had they never served in the Gulf 
war in the first place. 

Would you agree that that is, in fact, your medical challenge? 

Dr. Joseph. Absolutely, and getting a broader understanding of 
that issue. I think clearly, from what we know so far — ^you know 
I’m cautious about final pronouncements, but from what we know 
so far, I think it’s quite clear that that second group is a small mi- 
nority of people who were veterans of the Gulf and who now have 
symptoms and illnesses. 

Mr. Buyer. Hopefully, you realize by now. Dr. Joseph, you upset 
many veterans out there within the community across America 
when you held that press conference about the results and you said 
that there is no Gulf war syndrome. 

I can agree with you. There is no Gulf war syndrome, but it’s dif- 
ficult to get them to understand that it’s multi-faceted; there are 
many forms of illnesses, and you’re not discounting the fact that 
the illnesses are real. Is that correct? 

Dr. Joseph. That’s absolutely correct, Mr. Buyer. 

Mr. Buyer. OK I want to be helpful to you and be also fair with 
you. Also, is it correct that this is a clinical review; it is not a re- 
search program based on science? 

Dr. Joseph. 'That’s what we’ve said. 

Mr. Buyer. All right. OK. 

Dr. Joseph. Excuse me, sir. It is based on science, but it’s only 
the science that it is. It’s a clinicad study 

Mr. Buyer. Science baised on your clinical review. It’s not a re- 
search program. 

Dr. Joseph. Correct. 

Mr. Buyer. So the conclusions that are drawn from such a thing 
have to be recognized in that light? 

Dr. Joseph. In that light, sir. 

Mr. Buyer. Good. Thank you. I have waited for a long time to 
get that understanding across. 'Thank you. The other thing I want- 
ed to touch on here is with regard to the VA. 
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I have had an opportunity to review an internal document at the 
C&P service at central office that details several points on how the 
VA is not doing a good job handling the claims. 

The document I’m sure, Mr. Hickman, which you know about, it 
lists failure to follow the “duty to assist principle, failure to use the 
registry.” 

It also brings out the use of “propended rating decisions, failure 
to notify veterans of changes in laws and regulations, failure to fol- 
low standard adjudication practices, a frustration with the inability 
to get evidence because of the DOD’s lack of record-sharing and 
privilege information doctrines and the 2-year presumptive limita- 
tion that leads to a denial of the claim before review.” 

Are you familiar with this internal memorandum? 

Mr. Hickman. Yes, I am. 

Mr. Buyer. Would you please discuss it? 

Mr. Hickman. I would characterize it not as an internal memo- 
randum. It was written by a member of the staff when I was C&P 
director as thoughts as he was going through and his staff was 
going through a review process. 

So he was jotting down thoughts to be used later, not as a memo- 
randum per se. So with having said that, I am aware of it. 

We have conducted several reviews within the Service, basically, 
because it has been a year since the regulation was published im- 
plementing Public Law 103-446, on undiagnosed conditions. We 
thought it was time to take a look at how we were doing. We had 
initiated several reviews, and this was one of them. From this re- 
view, we have modified our development procedures, in that we are 
now asking veterans about lay evidence which would help us in de- 
termining whether the condition is chronic or not. 

l^at I mean by that is the fact is it evidence maybe from the 
employer regarding their work record? Are they missing work or 
not? Information from spouses or others which would reflect on 
their appearance. 

These factors, under the reflation, will allow us to, perhaps, if 
a diagnosis cannot be determined by a physician, perhaps we can 
grant service connection for undiagnosed illnesses based upon lay 
type of evidence and statements. 

So that is happening today, and we’re in the process of going 
back and looking at those cases we have previously decided, ap- 
proximately 10,000, trying to analyze them again as well as try to 
characterize probably more correctly, if I can use that phrase, as 
to reasons for denial if they remain denied. 

Mr. Buyer. Of your 500 claims, disability claims for unknown di- 
agnosed illnesses, is that how many have been approved? 

Mr. Hickman. Over 500, yes. 

Mr. Buyer. Five hundred. And Dr. Joseph, how many on active 
duty have you approved disability for unknown diagnosed ill- 
nesses? 

Dr. Joseph. I can’t tell you that, Mr. Buyer, because that would 
really be Fred Pang, Assistant Secretary for Force Management 
Policy, but we will respond for the record on that point. I just can’t 
give you that information. 

Mr. Buyer. OK. I’d appreciate it if you’d do that. 

Dr. Joseph. We will do that. 
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Mr. Buyer. They’re very helpful to me because I wrote that law. 
So I’d like to see, in fact, if it’s being followed and, in fact, hope- 
fully, that there is some good communication and coordination. 

That’s the purpose of the chairman’s hearing. Let me ask you 
this; Is DOD t alkin g with VA with regard to these case files? 

If you’ve got an individual, Sgt. Vaughn, boy there is one we all 
know about, Sgt. Vaughn still hasn’t been given his disability. 
That’s just amazing to me. 

But when he gets moved from active duty to VA, are you two 
talking? 

Mr. Hickman. When an individual leaves active duty, there is 
not an automatic contact between VA and DOD on a specific indi- 
vidual. 

Mr. Buyer. So unknown diagnosed illness cases are treated no 
differently than someone who got hit by a car? 

Mr. Hickman. To my knowledge, there has not been a commu- 
nication on a specific undiagnosed illness case. 

Mr. Buyer. OK. 

Mr. Hickman. We do have conversations with individuals at the 
Department of Defense regarding the compensation of veterans and 
what they are doing through their PEB and MEB boards. From 
that, we would have a dialog on individuals if they decided there 
was one with an undiagnosed illness. 

That would be passed over. Normally, that’s not done, but these 
are special circumstances. Therefore, special rules apply. 

Mr. Buyer. Here is my concern, Mr. Chairman, on this. And I’ll 
be eager to see what the number is. Dr. Joseph. Because you, with 
all your sincerity and your belief think and believe that this can 
be solved within the present knowledge of medicine. 

And if, in fact, that’s true, then there is this sense within the 
medical institutions that we must not have cases of unknown diag- 
nosed illnesses. Is that perception wrong and inaccurate? 

Dr. Joseph. I believe it is. If I may respond to that, Mr. Buyer. 
If I have given you or others that impression, it’s the wrong im- 
pression that I’ve given. 

Mr. Buyer. All right. 

Dr. Joseph. I don’t believe that at all we can say that some of 
the most salient issues here can all be solved “within the present 
knowledge of medicine.” That’s why every time I talk about this I 
say “our understanding to date,” or “our clinical data to date,” and 
why I say we must keep going and keep looking. 

What I say is that we have not identified anything to date that 
creates a pattern or a presumption outside our current knowledge 
of medicine. 

That’s quite different from saying that it will or can all be ex- 
plored inside. I don’t believe there really is any difference between 
you and my position on this, sir. 

Mr. Buyer. Thank you. 

Mr. Shays. Let me start first with your statement. Dr. Joseph. 

Would you explain to me the significance of, ‘To date, there has 
been no evidence found that soldiers located in this area com- 
plained of or presented any symptoms characteristic of acute expo- 
sure to chemical agents’7 

Dr. Joseph. Yes. 
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Mr. Shays. What do you mean by that? 

Dr. Joseph. What I mean by that is one of the things the inves- 
tigation team has been doing is going back to medical personnel 
who were in the area at the time and trying to ascertain first 
through talking to medical personnel and then we’re into a phase 
of going back and looking at the medical records from units in the 
area at the time and trying to ascertain whether there were any 
medical concerns raised about acute symptoms that might be com- 
patible with exposure to nerve agents. 

And to date, to date, we have not found any indication of ill- 
nesses or symptoms on the battlefield, so to speak related to that. 

Mr. Shays. When do the symptoms have to occur for you to call 
them acute? 

Dr. Joseph. With these agents, within a short period of actual 
exposure to the compound. I mean, this would be within minutes 
to half an hour but really within minutes of exposure. 

As I said in my testimony, the best current medical knowledge, 
and I want to come back to that point in a moment, the best cur- 
rent medical knowledge is that with these nerve agents, if there is 
not acute illness, we do not see chronic or delayed effects. 

Now, we have an independent expert advisory board called the 
Armed Forces Epidemiology Board. I ask them to look at this ques- 
tion, go back through the existing literature and look at it scientif- 
ically and come back to me with a report on whether there is any 
significant thought to the contrary in the medical literature, and 
I’ll have that in about 2 weeks. 

But I’m quite confident of that statement. The Institute of Medi- 
cine, as a matter of fact, did a mqjor report several years ago on 
the issue of chronic and delayed effects, and their published conclu- 
sion was the same. 

So going back to my interchange with Mr. Buyer, that’s the best 
medical knowledge that we’re working with at present. That’s what 
I say in my testimony. 

Mr. Shays. Are you familiar with the Stockholm International 
Peace Research Institute Report entitled, “Delayed Toxic Effects of 
Chemical Warfare Agents”? 

Dr. Joseph. No, I’m not. 

Mr. Shays. You haven’t seen it? You haven’t heard of it? 

Dr. Joseph. No. 

Mr. Shays. Mr. Hickman, have you heard of that report? 

Mr. Hickman. I’m not aware of it. 

Mr. Shays. Is it the testimony of you, Mr. Hickman, that we 
have all the records of our returning Gulf war veterans, medical 
records? That’s what you seem to imply in the beginning, and it 
confused me. I must have misunderstood you. 

Mr. Hickman. We certainly have all the records in which the De- 
partment of Defense has furnished. If there are other records, I’m 
not aware of them, but we certainly have the records, generally 
speaking, in which 

Mr. Shays. I don’t know how to translate that. 

Mr. Hickman. Basically, the process is 

Mr. Shays. We have over 290,000 U.S. soldiers. How many 
records do you have? 
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Mr. Hickman. We have in our possession probably, since 1994, 
when we started getting records Erectly from the Department of 
Defense, the Army first followed by the other services, approxi- 
mately 600,000 records at our St. Louis facility. 

Mr. Shays. How many? 

Mr. Hickman. Six hundred thousand. As an individual leaves 
service, if he files a claim for service connection, those records will 
go directly to the regional office processing a claim. If he delays 
and waits a year or 2 years to file, when he does file a claim, those 
records will automatically be sent from the St. Louis facility to the 
regional office. 

Mr. Shays. So we have 300,000 records of soldiers who served 
that you don’t have in your possession; is that correct? 

Mr. Hickman. Well, we have certainly some individuals who are 
still on active duty. 

Mr. Shays. So those on active duty you don’t have? 

Mr. Hickman. Those who still remain on active duty. 

Mr. Shays. Of those who are not on active duty, do you have all 
of the records of everyone who has served? 

Mr. Hickman. To the best of my knowledge, if the process has 
worked, Mr. Chairman, we would have them. 

Mr. Shays. Is it your testimony, and I’d ask both of you, that sol- 
diers were given physicals before they went in and that they were 
given physicals when they left? 

Dr. Joseph. The policy of the Department at that time was not 
for physical examination before deployment nor after deployment. 

A current health assessment was what was required, and prob- 
ably, in most cases, certainly in many cases, that did not involve 
a new physical. 

If an active duty soldier had had a medical examination, I be- 
lieve the actual standard is 5 years in the chart, but I’ll check that 
and get back to you. He wouldn’t have a new physical exam. 

Mr. Shays. It isn’t our practice when someone leaves the theater 
of war to have a physical? 

Dr. Joseph. That is correct. It is not our practice. 

Mr. Shays. Do you think that’s a good practice? 

Dr. Joseph. I think a health assessment is important. Whether 
it requires a physiced examination, and exactly what you mean by 
a physical examination I’m not sure, Mr. Chairman, is another 
story. 

What we’re doing in Bosnia and what will be the new policy now 
is for a health assessment, and then where that health assessment 
indicates a problem, to go on to a further medical workup, physical 
exam, laborato^, et cetera. We’re also now drawing blood and sav- 
ing serum specimens. 

Mr. Shays. I get the sense from both of you that if you can’t 
prove that they had a particular illness, they, basically, don’t have 
the illness. 

Dr. Joseph. I don’t know why you would get that sense. 

Mr. Shays. Well, because I’ve had three hearings, and I’ve been 
listening to what you say. Now, maybe I’m saying it to give you an 
opportunity to respond. 

But you said the lack of records. Dr. Joseph, is your most serious 
problem. 
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Dr. Joseph. Correct. 

Mr. Shays. Well, that’s pretty significant. A lack of records is a 
very serious problem. 

Dr. Joseph. That’s correct. And we’re trying to rectify that prob- 
lem. 

Mr. Shays. Right. But if you can’t prove that chemicals were 
used because you don’t do a test to see if chemicals were used, then 
you can’t prove chemicals were used, and it’s kind of an obvious re- 
sult. 

The obvious result is you don’t have a problem. No chemicals 
were used. It has been since 1991, and it was just Friday of this 
past week that the Department of Defense has finally acknowl- 
edged that chemicals may have affected our troops. 

And you’re telling me that in the fall you had a low degree of 
knowledge, and then you had a high degree of knowledge that this 
is the case. 

I said it before, there is not a Member of Congress who wasn’t 
briefed that chemicals were there. There wasn’t a Member in Con- 
gress who didn’t know that the gas masks were of questionable val- 
uable in terms of their ability to be used properly and in terms of 
the kind of quality that were used in Europe. 

And so it would seem to me that if we had someone like Brian 
Martin who felt very deeply that he had chemical problems that 
even if you had a low de^ee of knowledge in the fall that somehow 
we would be taking decisive action to assume that they did. 

The question I’m asking both of you, and I’ll start with you, Mr. 
Hickman, is if, in fact, they were aSfected by chemical or biological 
agents, isn’t the sooner we act the better, and isn’t the longer we 
wait going to result in sicker people and people who don’t live? 

Mr. Hickman. I think if things are documented sooner, that 
makes life much easier for all of us. 

Mr. Shays. OK. 

Mr. Hickman. However, in order to be service connected for 
something, an individual must have a current condition, and the 
difficulty with Persian Gulf veterans was that we were not able to 
tie their current condition back to service. 

Therefore, Congress passed Public Law 103-446, which gave us 
some leeway for individuals who we could not tie their conditions 
back to service. We had to find other means by which we could try 
to service connect individuals. 

We are still working through that process, and we have service 
connected some. We’re trying to improve that process to this date, 
trying to gather further evidence, especially lay evidence from vet- 
erans so that we can do something if they are chronically ill. 

Mr. Shays. Are you satisfied with the health records that you’ve 
received from DOD? Do they give you the information you need to 
help our veterans? 

Mr. Hickman. Basically, Mr. Chairman, I am satisfied. 

Mr. Shays. OK. What did they give you that you find helpful? 

Mr. Hickman. Certainly, incidents in service in which a veteran 
has gone on sick call, entrance examinations, separation examina- 
tions, these types of things, which would indicate a physical prob- 
lem, or medical problem while in service. Those are beneficial. 

Mr. Shays. Does it tell you how many shots they received? 
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Mr. Hickman. Some records will indicate that he had shots, 
maybe not how many shots. 

Mr. Shays. Well, doesn’t that matter to you? 

Mr. Hickman. It could matter. It could matter. 

Mr. Shays. Mr. Fattah. 

Mr. Fattah. Mr. Chairman. Going to Dr. Joseph, going to this 
more immediate issue that has been raised by the press release, as 
I understand it, the U.N. inspection team, as part of their 

Mr. Shays. I’m going to give you the last word on this, and that’s 
going to be hard for Mr. Buyer, but he’s going to have to bite his 
tongue. You have the last word on the press release, and then 
we’re going to be done with the press release. 

Mr. Fattah. This is my first comment on the press release. Any- 
way, you found that there was some liners that would be used if, 
in fact, there were chemicals in a warhead in this bunker but that 
there was no traces of chemicals found at all. 

So that the working assumption is that there were, perhaps 
chemicals, but you’ve still not been able to nail this down. Is that 
accurate, from what I’ve been reading? 

Dr. Joseph. No, Mr. Fattah. I think that’s not completely accu- 
rate. The UNISCOM investigation in October found not only evi- 
dence of a type of weapons which would be used for chemicals, but 
they also confirmed the presence of chemicals at that site in Octo- 
ber. 

Mr. Fattah. This is Sarin? 

Dr. Joseph. Yes. That’s correct, sir. 

Mr. Fattah. OK. Now, if this chemical, if our troops would have 
been exposed to it, there would have been, as you described it, a 
more acute reaction at that point in time, within minutes? 

Dr. Joseph. That’s the best of our knowledge. That’s what we be- 
lieve what would have happened. But of course, that was 6 months, 
or however long it is from March to October, that was 6 months 
earlier from the time that the actual detection of those weapons, 
those exploded weapons amd the agent itself was found. 

You see, that’s the issue, Mr. Fattah. I think there is really no 
basis for questioning that in October 1991 there were chemicals 
munitions and agent on the scene. 

It is highly probable that those weapons and those agents were 
there back in March when our people blew the site. We cannot be 
certain of that fact, but we think it’s highly probable. 

And if indeed they were there and if instead, in that demolition, 
our troops were exposed to significant concentrations of the agent, 
we would expect by adl that we know scientifically that there would 
have been acute effects at the time, and to the best of my knowl- 
edge — 

Mr. Fattah. That would have been the 3-mile radius? 

Dr. Joseph. Yes, sir, or any other groups of troops who might 
have actually been exposed to fallout. Now, that’s why we’ve gone 
back and looked, in the first instance, as to whether we can find 
any records or recollections of acute illness or symptoms at the 
time, and to date, we have found none. 

Mr. Fattah. All right. Thank you very much. Thank you, Mr. 
Chairman. 
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Dr. Joseph. That might mean that there was no agent there. 
That might mean that the agent was vaporized in the explosion. 
That might mean that the concentration that was there that went 
up in the air was too low to do anything when it came down. It 
might mean it went in an opposite direction, if it was there. 

Mr. Fattah. We don’t know yet. 

Dr. Joseph. That’s correct. 

Mr. Fattah. All right. Thank you, Dr. Joseph. Thank you, Mr. 
Chairman. 

Mr. Shays. Thank you, Mr. Fattah. You have three issues, and 
then I have some more questions. 

Mr. Buyer. Thank you, Mr. Chairman. Real quick, on the ID’s, 
Dr. Joseph, I know this is kind a sidelight to this hearing, let me 
compliment you. 

I received a briefing on those dog tag ID’s and how it works out. 
I was very intrigued by it because having that medical record and 
being able to take that ID right off of him and insert is pretty im- 
portant, especially in moments of triage and how you need some of 
that background information. 

Dr. Joseph. Absolutely. 

Mr. Buyer. When did you get them into the field in Bosnia? 

Dr. Joseph. They’re not in the field yet, Mr. Buyer. This is still 
in R&D. We’re testing them in the United States currently. 

Mr. Buyer. Thank you. Because when I received a brief in Feb- 
ruary, the problem was getting the funding to get it out there, to 
get them to Bosnia. 

Dr. Joseph. The question is how do they work, and how can we 
make sure that they’re right and what information to put on them. 
I mean, you realize, as some might not, that a 5-inch thick dog- 
eared medical record with lab slips falling out the side and illegible 
handwriting on it is difficult to follow a member of the 82d Air- 
borne who is moving 40 miles a day in the desert in the middle of 
combat. 

So though it’s easy to say it’s a serious problem, the answer is 
not so easy, if you have to do it without data technology. 

Mr. Buyer. Well, I would appreciate if you would keep me in- 
formed or those of us on the Personnel Subcommittee. 

Dr. Joseph. I’d be happy to. 

Mr. Buyer. You have an interest there. OK. With regard to this 
announcement about the chemical munitions, I have learned over 
this issue over the last SVz years that it seems that whether it’s 
chemical or biological munitions, that’s what always gets the head- 
lines. That’s what always gets the glitz. 

There is another incident out there that’s not talked about, and 
that’s the A1 Nasirryah, when the war started on January 15 and 
the United States Air Force blew up the chemical plant along the 
Euphrates River in A1 Nasirryah. 

Are you familiar with the U.N. inspection team and their find- 
ings at that chemical plant and the release? 

Dr. Joseph. I’m really not familiar with the details of those find- 
ings. I have some familiarity with the studies by the Army on the 
air plume, et cetera, which again did not indicate, at our best 
knowledge at the time, exposure. I’ll hold the rest of my response. 
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Mr. Buyer. That’s all right. Just hopefully, then, in this assess- 
ment that you’re doing that you’re looking at this one. I know there 
is questions about how much was there and what was there. I’m 
still curious on that one. 

As a matter of fact, in preparing for this hearing, I was looking 
at the remarks from a hearing we held on March 15, 1994 with 
Secreta^ Dom. 

This issue has been around for a while. If you would look into 
that one. I’ll do some followup with you, OK? 

Dr. Joseph. I think, Mr. Buyer, despite what some would think, 
what we’re trying to say is that, one, our statements have been 
based on our best knowledge at the time. 

Two, we have been, I think, probably an imprecedented effort in 
the Department through the declassification, through the investiga- 
tion stream, through the clinical studies to try and probe whether 
our best knowledge at the time is the right knowledge. 

And three, when we find something that changes that view, as 
we now have found in the incident under discussion, we go back 
and scrub everything again. 

And obviously, one of the things we’re doing in these weeks is 
going back and looking at other, all other possible sites that we 
have knowledge of and seeing if a fresh look at that changes our 
best possible fiiowledge at the time. 

I mean, you can’t have it both ways. You can’t fault us for doing 
it and not doing it. 

Mr. Buyer, when you said you have to go back and scrub, you’re 
absolutely right. I mean, I was out there in the cornfields of Indi- 
ana. I did my town meetings over the weekend, and therefore peo- 
ple out there that are bringing up again the credibility of the Pen- 
tagon. 

So you’re absolutely right. You cannot say consistently in all 
these hearings no chemic^ munitions in theater and then all of a 
sudden come out and say, “Oh, except here we detected one.” Then 
it brings up the question of the credibility of the Pentagon. Would 
you agree? 

Dr. Joseph. Well, I think if we said, “Here we detected one,” end 
of story, it would raise credibility questions in my mind as well. 

Mr. Buyer. Absolutely. 

Dr. Joseph. We are not saying that most definitively, but I think 
that’s the importance of madring that announcement and making 
that information public. 

Mr. Buyer. All right. The last thing I have, Mr. Chairman, Dr. 
Murphy, you’ve heard this one from me for a long time now, “cock- 
tail mix inoculations.” 

Now, I noticed that you have funded a grant here at the Univer- 
sity of Florida. You’ve got to help me here. Doctor, on one of these. 

Mr. Shays. Are you sure you want to get into this? 

Mr. Buyer. Permetherin. 

Dr. Joseph. Permetherin. 

Mr. Buyer. What is that? 

Dr. Joseph. That’s an insecticide in which uniforms can be 
soaked and 

Mr. Buyer. That’s right. So when they said DEBT was also in- 
cluded in the uniforms, it was — ^no? 
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Dr. Joseph. DEBT is what you put on your skin. 

Mr. Buyer. That’s what’s rubbed on. 

Dr. Joseph. That’s right. Permetherin is what you put on your 
uniform. 

Mr. Buyer. OK. I’m familiar with some ongoing studies looking 
at the cocktail mix to include also the DEBT. I’m anxious to see 
some cocktail mix of inoculations. I’m anxious to see that, and if 
I don’t see it for the United States, then we’re going to get the 
United Kingdom to do it, or I’m going to go out and get Mr. Perot 
to do it, and then we’re going to back-fund it. 

I’m going to do that. It seems as though I’ve had to get Mr. Perot 
to do some other research, and when he comes out, and we have 
to then back-fund it with government research. 

If I have to get Mr. Perot to push the envelope of science, I’ll do 
that, but here is where my concern is. Dr. Joseph, and this is my 
conversation with Nicholas Sommes. 

We would be very naive to think that the United States and the 
United Kingdom would not find itself an ally in a future conflict. 
We would be naive to think that. 

So at a moment of the peace now, we should take advantage of 
the peace to understand the science. And when, in fact, we have 
soldiers from the United Kingdom and soldiers from the United 
States that have problems, you have to begin to look at common 
denominators. 

The French don’t have the health-related problems. They didn’t 
have the inoculations. From the United Kingdom, their inocula- 
tions were far more extensive than ours. 

And actually, they’re eager to move on some medical research or 
the cocktail mix of inoculations because they’ve had some problems 
of drugs that were licensed in their society, and they see the direct 
correlations in health and birth defects in their country. 

I’m not saying that our cocktail mix is part of the birth defect 
problems. That causation is very difficult. But I’m very anxious be- 
cause we understand the science from World War II and Korea and 
Vietnam, when we give them the shots, and we send our soldiers 
overseas. 

But then, on top of that, when we give them two shots of an- 
thrax, botulism, nerve agent pills, change their diets, put them 
under stress, put them in the desert, what impact does that have 
upon human physiology? 

If we don’t understand that today, we’re in trouble in future con- 
flicts. 

Dr. Joseph. I would like to make Monday response. It’s a little 
indirect. Again, when we really get down to it, you and I disagree 
on very little. 

I think it’s important for us to remember, and you were there, 
that at the time the issue was protecting our people against chemi- 
cal and biological weapons that we knew he had and he knew we 
knew he had. 

And I think it’s important not to let the wisdom of hindsight ob- 
scure the fact that protecting the people in the Gulf, in the case 
of some of the inoculations, licensed, commercially available agents, 
and in the case of pyridoxamine, what we had reason to believe 
was an important productive was the right decision to make. 
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I wasn’t here. If I was involved with that a second time, I would 
hope to make the same decision. Immunized against anthrax. I 
would not hesitate to take pyridoxamine any day you wish to do 
it. 

And the importance of that was protecting our people at the time 
in the Gulf, and sometimes that guests lost sight of, Mr. Buyer. 

Mr. Buyer. Dr. Joseph, I do not question the wisdom of the deci- 
sion in the face of known chemical or biological weapons that would 
be used against American soldiers. 

I did not question the wisdom of the decision at the time. I do 
recognize, though, that if we do not take advantages of the peace 
to understand the science, it will be very difficult to get soldiers to 
line up to take these shots in the future. 

Dr. Joseph. Agreed, sir. 

Mr. Buyer. And that’s what makes me uncomfortable, because I 
am somewhat an intelligent man, and I’m not so sure I’m going to 
stand up and take those shots again, because I know what has 
happened to my health. 

And I’m very uncomfortable that if we don’t take advantage of 
saving soldiers in the future, and I guess we have a fear that we 
may have done something to our own. That concludes my ques- 
tions. 

Mr. Shays. Dr. Murphy, you wanted to respond? 

Dr. Murphy. Yes. There are some epidemiologic studies that will 
help address those questions, both the CDC study in Iowa and 
some of the epidemiologic work that is going on in VA’s Environ- 
mental Hazards Research Centers and also the VA’s National Per- 
sian Gulf Survey ask about exposures to vaccinations. 

They also ask about multiple other exposures. So we’ll be able to 
look at various combinations of self-reported exposures. 

Mr. Buyer. That’s multiple chemical sensitivities? 

Dr. Murphy. No. 

Mr. Buyer. Other forms of exposures of what? 

Dr. Murphy. Multiple exposures in combination, combinations of 
vaccines, pyridostigmine, bromide, pesticides, et cetera. 

The limitation of those studies is going to be verification of the 
vaccinations and verification of the actual other exposures. 

The data I think will still be limited, but it will give us an initial 
assessment of whether those are risk factors for the development 
of illnesses in Persian Gulf veterans. 

And I think it is a first step toward the answers that we all want 
to see on that question. And then, if there is a suggestion that vac- 
cines may play a role in Persian Gulf veterans’ illnesses, further 
studies can be funded at that point. 

Mr. Buyer. OK. Thamk you, Mr. Chairman. I appreciate the op- 
portunity to testify, and don’t let any moss grow on the stones. 

Mr. Shays. That we won’t. Let me just say I will have you out 
of here in a few minutes. I just have one round left of questioning 
here. 

I asked a question that you seemed almost incredulous, and that 
was did you think that some Gulf war veterans became severely 
sick because of their duty in the Persian Gulf. And your answer 
was yes, and I asked it in terms of some deaths, and I think your 
answer was yes in both cases. Is that correct? 



256 


Dr. Joseph. That’s not the way I remember the question, but I 
would say yes to that question. 

Mr. Shays. To both as well? 

Dr. Joseph. Sure. 

Mr. Shays. Do you think that there are Gulf war veterans today 
who are sick and may decide it is a result of their service? 

Dr. Joseph. I’m not sure how to respond to that question because 
I’m not sure exactly where you’re coming from with it. 

Let me give you an example. I’m not trying to be 

Mr. Shays. I’m not trying to be cute either. So you take your 
time. There is a logic to my question. 

Dr. Joseph. Let me give you an example. There is a disease 
called leishmaniasis. It’s a parasitic disease. It’s found in that part 
of the world that is not present in the United States. 

We had 30 or 32 cases, if memory serves me, confirmed of vis- 
ceral internal organ leishmaniasis among 700,000 people who went 
to the desert. 

None of those people, by any stretch of the imagination, would 
have leishmaniasis had they not been in the desert. It’s certainly 
possible that some of them could succumb to that disease. 

So in that sense, the answer to your question is yes. If the thrust 
of your question, however, is is there a mystery illness that we do 
not understand or are deliberately ignoring that might be respon- 
sible for the deaths of people who served in the Gulf, the answer 
is certainly no with respect to the deliberate ignoring of it. 

And I just don’t have any evidence that to date leads me to an- 
swer yes to that question. That’s intended to be a responsive reply. 
I hope it is. 

Mr. Shays. A high level of chemicals would result in an acute re- 
sponse, is that correct? 

Dr. Joseph. Chemical agent? 

Mr. Shays. Yes. 

Dr. Joseph. Nerve gas? Absolutely, sir. 

Mr. Shays. Would exposure to a low level of chemicals lead to 
chronic illness? And Mr. Hickman, I’m also asking you, too, as well. 

Dr. Joseph. What I tried to say several times is that the best cur- 
rent medical knowledge is that LF you do not get enough of an expo- 
sure to have acute response, if the level is so low or the exposure 
is so brief, you will not develop delayed or chronic symptoms. 

That is the best current medical understanding, and as I said in 
my testimony, we’re going to validate that and do research on it. 

Mr. Shays. This is the “but” for me. Mr. Hickman, what’s your 
feeling about that issue? 

Mr. Hickman. I’ll let Dr. Murphy answer that. 

Mr. Shays. Dr. Murphy. 

Dr. Murphy. I would agree with Dr. Joseph’s statement, but I 
refer to that by saying the current state of medical knowledge 
needs to be expanded, and I think both VA and DOD agree we 
need to fund some research. 

Mr. Shays. Well, the problem is that some people may be dying 
while we do the research. Is it your testimony that there is no cred- 
ible medical research either here or abroad that documents that 
low level radiation can lead to chronic illness, and the chronic ill- 
ness could lead to death? 
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Dr. Joseph. Radiations? 

Mr. Shays. Exposure to chemicals. Fm sorry. 

Dr. Joseph. I can’t speak to the fact whether there is no credible 
evidence 

Mr. Shays. You have no knowledge of 

Dr. Joseph [continuing]. Of anything in the literature, but what 
I have said and Fll say again is that the best and accepted medical 
knowledge, and Fd refer you again to the Institute of Medicine Re- 
port and the CDC’s 

Mr. Shays. Fm asking do you have any knowledge of any credi- 
ble medical research that says that low level chemical exposure can 
lead to chronic illness, and that illness could lead to death? I think 
that’s a simple question. And the answer should be yes or no. 

Dr. Joseph. I have no personal knowledge of such credible evi- 
dence. 

Mr. Shays. Dr. Murphy. 

Dr. Murphy. Could you clarify the question for me? Are you talk- 
ing about organophosphate nerve agents? 

Mr. Shays. I’m talking about testing that doesn’t show up in our 
equipment because it’s not at the particular level that shows up on 
our equipment but is, in fact, high enough to cause illness. 

Dr. Joseph. With nerve agent. 

Mr. Shays. Pardon me? 

Dr. Joseph. With nerve agent. 

Mr. Shays. Yes. 

Dr. Joseph. I don’t have any knowledge. 

Mr. Shays. Dr. Murphy. 

Dr. Murphy. I’m not aware of any literature that suggests that 
that is true. However, as I stated, I think more rese8U"ch needs to 
be done to be sure that our knowledge is 

Mr. Shays. I thought you all were doing a study now on this 
issue. Am I wrong on that? 

Dr. Joseph. We are not currently 

Mr. Shays. Aren’t you studying low level — Fm sorry? 

Dr. Joseph. That’s pyridoxamine. 

Mr. Shays. Pardon me? 

Dr. Joseph. That’s pyridoxamine. We don’t have any research 
going currently — ^Fran, you would know better than I — on nerve 
agents. 

Mr. Shays. So if, in fact, low level turns out to be a problem, 
we’re not even getting into that. 

Dr. Joseph. No. That’s not what I said. In my testimony, I said 
that we will now be doing that. We have not done that. 

Mr. Shays. Well, that’s why I asked the question. Fm not playing 
games here. I just thought I remembered you saying 

Dr. Joseph. And the answer that I gave you before Fll give you 
again. There is a real problem 

Mr. Shays. Let me just interrupt you a second. I am not playing 
games with you. I am trying to be very faithful about my questions. 

I am not pretending that I am an expert. I have tried to listen. 
I thought you said you were doing that. Now, that’s why Fm asking 
the question. 

Dr. Joseph. I don’t believe I said we’re doing that. I said that 
in light of the Kamisiyah knowledge now, we are going to be fund- 
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ing additional research that will be in the area of low level chemi- 
cal agent exposure. 

Mr. Shays. When you think of someone like Brian Martin, who 
was right there, and you know he’s not well, what goes through 
your mind, that he just has to wait until we do these studies and 
other people like him? 

Dr. Joseph. I don’t t hi nk. Mr. Chairman, I need to defend, I will, 
if you wish, my concern or empathy or my medical actions for peo- 
ple like Brian Martin. 

Mr. Shays. No, no. I want you to defend it because I don’t under- 
stand the response. That’s my problem. When someone is so sick 
and we know that he was exposed to chemical agents. I’m thinking, 
it’s low level exposure, but maybe you’re not. 

I don’t know what you’re thinking. I’m trying to understand. 
What goes through your mind, and what should go through my 
mind, that I should tell him he has to wait 3 or 4 more years or 
5 more years, and maybe we’ll determine that maybe he was right 
when he said it 8 years ago? 

Dr. Joseph. I think what might go through your mind, Mr. 
Chairman, is the effort that has been mounted by hundreds of phy- 
sicians and nurses to diagnose and treat what now amounts to 
20,000 patients. 

That is unprecedented. That effort shows some level of concern. 
Now, if Brian Martin or any other individual has a problem that 
we don’t understand, and given the best effort that we can make 
between the DOD and VA in diagnosing and caring for that prob- 
lem — 

Mr. Shays. Well, he was, basically, told 

Dr. Joseph. I can’t give you the answer that I don’t have, Mr. 
Chairman. 

Mr. Shays. He was told he wasn’t exposed to chemicals. I mean, 
that was the denial. 

Dr. Joseph. I can’t speak to that. 

Dr. Murphy. Maybe I can help on this issue. Any Gulf veteran 
can come to the VA and get a Persian Gulf Registry health exam- 
ination, and whether or not we can verify exposures, we’ll provide 
medical evaluations, diagnosis and appropriate treatment. 

In addition, for difficidt cases, of which Mr. Martin is an exam- 
ple, the veteran can go to one of four regional referral centers in 
the VA. And, in fact, he was evaluated at the D.C. Referral Center 
by the staff there. 

In addition, if a disability is found, compensation can be applied 
for. 

Mr. Shays. He has a disability, and that’s being covered. The 
problem is he would like to be healed, if he could, and that’s the 
problem. 

And imagine what he felt like, imagine what he felt like. What 
he heard was DOD saying, “Well, we have no evidence of chemicals 
being used in this area,” and then disclosing on Friday that they 
did. 

Now, I say it again there wasn’t a Member of Congress that 
didn’t know that if you had chemical and biological agents they 
were in Iraq, and they were everywhere. 
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So now he says, “Oh, that’s great. We have finally agreed that 
in one bunker there were these agents.” And I really believe that 
we’re going to find more and more and more and more. 

And the reason I believe it is, is because I had briefings that said 
they were there before the war, and we also had tests. When they 
blew them up, they wanted to know which way the plumes would 

go. 

We knew there were chemicals there, and we said, “Well, are the 
plumes going to go this way, or are they going to come toward our 
troops?” 

In fact, the troops were right there, 3 miles away but, basically, 
right there. So I’m just having a hard time with that. 

The last line of questioning deals with the pyridoxamine bro- 
mide. I’ll call it PB, because I mispronounce it every time I say it. 

The bottom line is that research indicates that PB could interact 
dangerously with Sarin; is that correct? 

Dr. Joseph. I don’t believe that that is — I don’t want to use the 
word “proven.” I don’t believe that that is scientifically credible at 
the present time. 

Mr. Shays. Not scientifically credible or simply not proven to be? 
Is this research just sitting there floating around? 

Dr. Joseph. Well, it’s not sitting there floating around. A lot of 
people are very interested in that question, but I don’t believe that 
we have knowledge of what the answer to that question is. 

I think part of this is where we don’t have answers we don’t have 
answers, Mr. Chairman. 

Mr. Shays. The indication from the Friday report was that Sarin 
was in the bunkers that were bombed in Kamisiyah? 

Dr. Joseph. Yes, sir. 

Mr. Shays. Is it possible that some of these soldiers have experi- 
enced exacerbated effects because they were taking the drug? 

Dr. Joseph. You mean pyridostigmine? 

Mr. Shays. Yes. 

Dr. Joseph. I think it’s possible. Myself, I don’t think it’s very 
likely, but I don’t think we know. I also don’t know currently, and 
that’s one of the things that the investigating team will be looking 
at, whether the 37th or other troops in the area were or were not 
taking pyridostigmine. 

I can’t give you the answer to that currently. We will know that. 

Mr. Buyer. Will the gentleman yield? 

Mr. Shays. Yes. 

Mr. Buyer. Dr. Murphy, don’t you recall testimony by some of 
the veterans who came forward. Veterans Affairs Committee who 
had taken that particular drug? I think the nurse, CeitoI Pickew is 
one in particular. There were several whom had health related 
problems because of just taking that particular pill themselves. 

Dr. Murphy. They attributed their health problems to 
pyridostigmine bromide. 

Mr. Buyer. Right. And when I was in the United Kingdom, hear 
I am before about 20 Gulf war veterans who also took — ^they called 
them “NAPP pills,” and they took these things. 

It was such an eery feeling. I could have sworn I was listening 
to American soldiers as I listened to all their health related prob- 
lems. 
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Dr. Joseph. But also, there are thousands, primarily women, in- 
cluding a good friend of mine, who are alive today because they’ve 
been taking pyridoxamine bromine chronically for years, if not dec- 
ades in 10 times the dose that troops took in the Gulf So it is not 
at all a career picture. 

Mr. Shays. There were about 100 bunkers at Kamisiyah. Do you 
have any knowledge of chemicals in any of the other bunkers? 

Dr. Joseph. I’ve given you all the information I currently have, 
myself and other spokesmen from the Department. That’s all the 
information we currently have. 

Mr. Shays. That there is only one bunker? 

Dr. Joseph. That’s the only b\inker that we have knowledge of. 

Mr. Shays. Do you have any potential information that some of 
these other bunkers may have had chemicals? 

Dr. Joseph. I don’t Imow about other bunkers. I can remember 
what Ken Bacon said in the Friday hearing, but there was indica- 
tion, which we have no reason to dispute, that mustard was also 
onsite, and I believe that was in either a pit or a storage area out- 
side of bunkers. 

But aside from that, aside from what I’ve just said, I have no 
knowledge of other weapons, other agents onsite. 

Mr. Shays. Your own study shows that PB could interact — I’m 
assuming this is your study — could interact dangerously with 
Sarin. 

Dr. Joseph. No, sir. 

Mr. Shays. You have no study that says that? 

Dr. Joseph. No. I don’t know anybodj^s study of PB with Sarin. 
One of the things, if I may just t^e a moment here. Sarin is an 
extremely difficult issue to research. That’s part of the problem. 

Mr. Shays. Research out of Duke University released in April 
shows that PB interacts dangerously with insecticides when given 
to chickens. 

Dr. Joseph. By odd routes. They fed the DEET to the chickens 
or injected the DEET into the chickens. This is a listening way 
from anything that would be put on the table and said, “We have 
credible evidence that in humans this level of pyridoxamine and 
this anthrax vaccination makes a difference.” 

I’m sorry, Mr. Buyer, you have to do science that way. 

Mr. Buyer. Oh, I know. What I was smiling about is I remember 
saccharine. They took saccharine off the shelves because they said, 
‘Well, we injected it into rats, and they died.” 

Well, my gosh, you feed that to a human at those levels — that’s 
why I was smiling. 

Mr. Shays. When the Pentagon received a waiver of informed 
consent from the FDA to distribute PB to our forces, the Pentagon 
gave assurances if PB was given to the troops they would be in- 
formed that they were given the drug. Were they given that infor- 
mation? 

Dr. Joseph. I think it has been amply demonstrated in a variety 
of testimony that in the fog of war at that time back in 1990 that 
the level of both getting and recording informed consent was far 
less than perfect, far less than perfect. 

Mr. Shays. So the bottom line is they were not? 
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Dr. Joseph. Well, I think some were, some weren’t. Some records 
were kept. Some records were not kept. 

Mr. Shays. But the challenge is, and I know that we’re trying 
to get 

Dr. Joseph. And that’s a continuing challenge for the future. 

Mr. Shays. We’re trying to get our men and women there, and 
I imderstand that. But they’re under orders, and thej^ve got to fol- 
low orders. 

It seems to me that if the FDA had made that requirement there 
is just simply no excuse. It should have been followed. Do you 
think it was a mistake to give PB to our soldiers? 

Dr. Joseph. Absolutely not, sir. 

Mr. Shays. OK. 

Mr. Buyer. Mr. Chairman? 

Mr. Shays. Yes. 

Mr. Buyer. Do you discredit the research that was done at Duke 
University, then, with regard to the chickens and the DEBT? 

Dr. Joseph. I don’t discredit it. I see it for what it is, as a pre- 
liminary indicator that needs to be followed further but shouldn’t 
be taken more of than it is. It’s a long way short. 

Mr. Buyer. The only other thing I had was do you plan on, in 
this era now of open or full disclosure, are you going to disclose 
about this chemical plant that the Air Force bombed on January 
17, 1991, in A1 Nasirryah along the Euphrates River? Are you 
going to public disclose how much was there, what all happened? 

Dr. Joseph. I can’t answer that because I don’t know what there 
is to disclose. I don’t know what information there is, what is de- 
classified and what is not. 

Mr. Shays. I truly am coming to close here. I just want to verify 
some numbers. You say you have, Mr. Hickman — ^is it doctor or 
mister? I’m sorry. 

Mr. Hickman. Mister. 

Mr. Shays. Mr. Hickman, you say you have approximately 
600,000 records of soldiers, men and women who fought in the Per- 
sian Gulf, approximately? 

Mr. Hickman. We have approximately 600,000 veterans who 
have been released from active duty beginning with the Army in 
1994. It would be a combination of those who served in the Persian 
Gulf and those who served outside of Persian Gulf. 

Mr. Shays. I feel like I’m playing games. I just made an assump- 
tion, when I asked you earlier, about the 600,000, that they were 
the ones that we’re talking about. Why would I care to know about 
the ones that weren’t in the Persian Gulf? 

How many from the Persian Gulf do you have? 

Mr. Hickman. I would not know exactly in the Persian Gulf era. 
Generally speaking, Mr. Chairman, when an individual is released 
from active duty today, if he served in the Persian Gulf era, those 
records would go to our St. Louis facility. 

Mr. Shays. That’s not helpful. What’s helpful to know is how 
many Persian Gulf veterans’ records do you have? 

Mr. Hickman. I will find out for you, sir. 

Mr. Shays. And the implication from my question early on I felt 
you were sa 3 dng 600, because I then used simple math and said 
there are about 300, therefore, that the Army has. 
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How many do we still have on military active duty who were in 
the Persian Gulf? 

Dr. Murphy. I think about 40 to 50 percent, but I have to get 
a clearer number of that. 

Mr. Shays. Could both of you furnish — what we’re trying to have 
a determination is whether you’re tracking the men and women 
who served and looking at their health records and giving them 
special attention, we’re tr 3 dng to determine if you, Mr. Hickman 
and Dr. Murphy, are keeping track of all of those who are now out. 

I guess I left the impression from my earlier questions that you 
had 600,000 and the Army had 300,000 and therefore 900,000 ap 
proximately of the 900,000 plus were at least being focused on by 
our government. 

It strikes me that there are a lot of soldiers being lost through 
the cracks, and I’d like to have a determination of how many. That 
was one of the bases for having this hearing. I would have thought 
that you would have been able to tell us that. 

What I have learned is that we didn’t always give a physical 
when they went to the Persian Gulf. We didn’t always give a phys- 
ical when they left. 

What I’ve learned is that you have some records. Lord knows 
how many you have and don’t have. What I know is that maybe 
40 to 50 percent of our soldiers are still on active duty. So you have 
their records. 

And what I know and what eats at me is that I have been briefed 
countless times about the amount of chemicals that were in Iraq, 
and we have come to an agreement about only one bunker. 

That is a no-brainer to me, because I don’t believe that just one 
bunker contained chemical or biological agent. I just don’t believe 
it. 

And I feel that there is this sense that until it’s proven we as- 
sume there weren’t chemicals, and if we assume there weren’t, 
then we’re just going to allow our men and women to slowly dete- 
riorate until some day we have scientific fact to prove it. 

And then I have the sense that you have a number, who knows 
what — I know if Mr. Schwarzkopf, Gen. Schwarzkopf, thought that 
he had men and women that were in danger — he wasn’t sure that 
they were in danger? No. He’s going to wait. 

He’s going to wait until he has scientific fact that they may be 
in danger. No, he’s going to wait. Or is he going to go and he’s 
going to try to protect them and save them? And I use that same 
analogy. M^le we wait to have scientific evidence, goodbye. 

I’m happy to have you all make a last comment, but that’s how 
I feel about this issue. Dr. Murphy, do you have any comments 
you’d like to say? 

Dr. Murphy. Yes. I think I woxild like to respond to that. I don’t 
think the VA is in the position of waiting. I think we’ve been very 
active, in fact proactive on this issue. 

Our programs were set up in 1992, shortly after Persian Gulf 
veterans returned from the theater of operations. We’ve had health 
care programs evaluating them, and the protocols used for those 
evaluations have always included evaluations that would pick up 
the kind of neurological and other skin conditions that might result 
from, respectively, exposure to nerve agents or to mustard gas. 
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You suggest that because we’re not admitting exposures to chem- 
ical agents that we’re somehow withholding therapy from these in- 
dividuals. 

In fact, even if we knew that there were low level chemicals, 
there isn’t any specific treatment that would resolve those prob- 
lems that I kn ow of at this point, and maybe Dr. Joseph would like 
to comment on that. 

However, there are symptomatic treatments that might help 
with the kinds of conditions that we’ve identified in Persian Gulf 
veterans to date, and those treatments are being delivered through 
priority care that was established by Congress. Persian Gulf veter- 
ans are getting medical care. 

More than 155,000 Persian Gulf veterans have received out- 
patient care in the VA. More than 15,000 have been admitted to 
VA medical centers. We have an active research program. 

We’ll soon have a research program that focuses on whether low 
level exposure to chemical warfare agents which did not result in 
symptoms at the time of exposure could result in chronic health ef- 
fects. 

Mr. Shays. You say you have that? 

Dr. Murphy. We will have it soon. It’s being developed. In addi- 
tion, we’ve developed specific compensation programs with the help 
of Congress and Public Law 103-446. 

It allows us to address not only known diagnoses in Persian Gulf 
veterans but undiagnosed illness until the medical science can 
catch up. 

So I really take exception to the fact that you are suggesting that 
something is being withheld. We have moved forward, despite the 
lack of knowledge, in the Department of Veterans Affairs. 

Mr. Shays. Mr. Hickman. 

Mr. Hickman. Just a brief comment, Mr. Chairman. The fact is 
that although sometimes examinations are not conducted as an in- 
dividual leaves service, certainly an individual who comes to the 
Persian Gulf Registry will be examined. 

If they file a claim for service connection or compensation, we do 
followup examinations with them trying to determine their current 
status and thereby, from that, try to determine whether the condi- 
tion is service connected or not. 

Many veterans file multiple issues in their claim. They just don’t 
file for one thing. They file for multiple things. So we have to do 
at times special examinations regarding each of those issues. We 
do do a thorough job in trying to determine their current status. 

Mr. Shays. Thank you. Dr. Joseph, you literally have the last 
word, and whatever you say I’m not going to be tempted to re- 
spond. You have the last word. 

Dr. Joseph. Well, I would say that knowingly or not, Mr. Chair- 
man, the first part of your statement just utterly flies in the face 
of the unprecedented efforts to diagnose, to understand the prob- 
lems and, most important, to provide care to our people that the 
VA and the DOD have done. 

And the second part of your statement, the sort of don’t just 
stand there, do something, is not only bad science, which you criti- 
cized or disparaged at several points but also very poor medicine. 
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It’s important to do what you know you should do. It’s equally 
important in medicine not to do what you don’t know whether you 
should do or not. Thank you. 

Mr. Shays. Thank you. I’d like to request that someone on each 
of your staffs stay to listen to the witnesses that will be following. 
You don’t have to yourselves, but if someone else would. 

And you have been very patient with this committee, and we 
have our disagreements, but I appreciate you being here, and 
thank you very much. 

Dr. Joseph. 'Thank you. 

Mr. Shays. Our second panel and our last panel is Ms. Diane 
Dulka, the surviving spouse of a Persian Gulf war veteran. Her 
husband’s name was Joe Dulka. 

And we have Dr. William Marcus, a toxicologist. If both would 
come, I would like to swear you in. 

[Witnesses sworn.] 

Mr. Shays. Thank you very much. If you’d be seated. Mr. Dulka, 
it’s wonderful to have you here. Dr. Marcus. Thank you for your 
patience. 

It is late, but your testimony is very valued, and you have as 
much time as you need to m^e your statement. Mrs. Dulka, I 
called you first, and I’d like you to testify first. 

STATEMENTS OF DIANE DULKA, SURVIVING SPOUSE OF GULF 

WAR VETERAN JOE DULKA; AND WILLIAM MARCUS, TOXI- 

COLOGIST 

Mrs. Dulka. Thank you. I’d like to apologize for my voice. 

Mr. Shays. Because of that, you’re really going to need to pull 
that mic closer. 'The one mic with the bigger head is the one that 
amplifies. So just make sure you turn it a little closer to you. Take 
your time. 

Mrs. Dulka. OK. I would like to thank the committee for invit- 
ing me to speaik today. I have come here on behalf of all of the Gulf 
war veterans. 

For those of you who don’t know me. I’m a Gulf war widow and 
the mother of a disabled Gulf war child. My husband, Sgt. Joseph 
Dulka, Jr., died of pancreatic cancer at the age of 37. My son was 
born 10 months after my husband’s return from the Gulf with cleft 
lip and palate. 

For the past 2 years. I’ve been fighting with the VA for survivor’s 
benefits. I have been denied three times. According to the state- 
ment of the case, I did not prove service connection. 

I have enclosed some copies of the material that I have pre- 
sented. Now, as of Friday they were supposed to give me another 
decision, and they have decided to prolong it until Wednesday after 
I have testified, for some unknown reason. 

Mr. Shays. Let me ask you this: How long have you made this 
petition? How long is your application? 

Mrs. Dulka. Two years. 

Mr. Shays. Two years? 

Mrs. Dulka. Yes. Now, during the past 2-year period, I have met 
and spoken to hundreds of veterans and their families. The diag- 
noses may be different, but the outcomes are the same. 
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Most of them have been denied benefits or were awarded a 10 
percent disability rating. As with my claim, parts of the file turn 
up missing or, in many instances, military medical records mysteri- 
ously disappear. 

According to claims processes, the VA is to help provide all nec- 
essary information and material to prove your case. In the past 2 
years, I have never found the VA to be helpful in providing me any 
material to prove my case. 

Anjd;hing I have gotten I have gotten at my own expense. Most 
of the veterans that I talked to received the same treatment. 

Denny Williams of the Hartford Courant ran a story on May 25. 
In this story, he revealed that Science Applications International 
Corporation was ordered by President Clinton to re-evaluate its 
own data on weather patterns during the Gulf war to determine if 
chemical fallout was dropped on our troops. 

It has also been discovered that John M. Deutch, CIA Director, 
was the director of Science Applications International Corporation 
during the Gulf war, and William J. Perry, Secretary of Defense, 
was on the company’s board during the war. 

Their 1993 and 1994 disclosure statements show over $900,000 
in income from these positions at Science Applications Inter- 
national. 

Now, this whole picture reeks of conspiracy. No. 1, what possible 
reason could President Clinton have for asking the same company, 
who he obviously believes was in error the first time, to re-evaluate 
its own information? 

And why is the CIA involved in weather patterns? Mr. Deutch 
and Mr. Perry reek of deceit and deception, and I wonder how 
much money the people are paying for this circus of events. 

The VA for the past 2 yeau's has been requested to produce statis- 
tics on cancer rates and deaths among Gulf war veterans. These re- 
quests have come from many sources, including myself. 

Either no reply was ever offered or a response of no such data 
exists. This has been a constant problem. 

The Presidential Gulf war committee has reported having the 
same problem with getting accurate data from the VA. Congress- 
man Shays’ office recently received copies of statistics released 
after their request. 

The VA has made them as difficult to read and interpret as pos- 
sible. I have seen other sets of statistics that clearly show Mgh 
rates of cancer among our Gulf war veterans that clearly show dra- 
matic increases as the years progress. 

There are clearly two sets of statistics, one for the VA’s purpose 
and another with what the DOD has instructed the VA to release. 
Once again the VA reeks of conspiracy and deception. 

This was the case for the Vietnam veterans, and the evidence 
clearly shows the VA has not improved in the past 20 years. 

During April 1996 Presidential Gulf war hearings, Sgt. George 
Grass presented testimony of his accounts of chemical detection by 
his NBC Fox vehicle. He explained how ofben and where these 
events occurred. 

He produced pictures of chemical weapons found in bunkers left 
by Iraqi soldiers. I have provided copies of his testimony. My hus- 
band was in the areas of these exposures. He was constantly ex- 
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posed to toxic levels of lindane by the DOD’s own admission. Lin- 
dane is a known cancer-causing agent. 

My husband’s pancreatic cancer started in the tail of the pan- 
creas, and studies have proven that this type of cancer is chemi- 
cally induced. StUl, the VA and the DOD deny exposures to chemi- 
cals during the war. Of course, I wrote this before Friday’s admis- 
sions. 

Mr. Shays. This was submitted before? 

Mrs. Dulka. Friday’s press release. I wasn’t aware that they 
were going to do that on Friday, and I did write this prior to that. 

Mr. Shays. Thank you. 

Mrs. Dulka. Out of the 690,000 Americans who served, more 
than 90,000 have reported very similar illnesses. Since the DOD 
and the VA cannot seem to report a true and accurate number of 
deaths, we’ll use the figure 4-to-5,000. 

That figure seems a little bit more accurate. If the VA and the 
DOD would like to prove this figure wrong, they will need to pro- 
vide evidence to backup what they say, such as providing the name 
examine complete status on all 690,000 Americans who served. See 
the VA needs to he held to the same ludicrous standards that it 
holds its Gulf war veterans to. 

Now, 5 V 2 years have passed since the Gulf war. Indisputable evi- 
dence of chemical exposure fi-om our own equipment and by foreign 
chemical detection equipment, weather studies compiled by James 
Tuite have proven chemical exposure from fallout of bombed Iraqi 
chemical plants. 

The Association of Birth Defects in Florida has shown high clus- 
ters of berth defects among our Gulf war veteran children, conspir- 
acy within the VA and the company investigating weather patterns 
during the war, unreleased statistical information which the VA 
has but is unwilling to produce and, when forced to do so, it is inac- 
curate and so abstracted as almost impossible to understand, fi- 
nally, denial of 95 percent of all Gulf war undiagnosed illness 
claims. 

Now, one would think after all of that evidence that there would 
be no question that these veterans are sick and have died as a re- 
sult of their service in the Gulf. What will it take before this issue 
is resolved? 

Now, I feel the only way we can ever get true statistics from the 
VA and the DOD is for Congress to call for an immediate GAO 
study and subpoena the computer tapes and original data runs. 

The Inspector General needs to launch an immediate investiga- 
tion into the coverups at the DOD. Perhaps today’s hearings can 
jump start Congress into taking some long-awaited action. 

You see, these veterans don’t care about political correctness or 
anyone’s political aspirations. They, as well as myself, are only con- 
cerned with their health and their family’s future. 

My husband died after the first deni^ letter came from the VA. 
He went to his grave feeling deserted by his country and knowing 
his family would not be taken care of by the government he so 
proudly served. 

I refiise to watch another veteran die feeling this way. If these 
hearings cannot produce action, we will continue down yet another 
path until we get these veterans the help that they need. 
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I would also like to comment on Mr. Joseph, his testimony ear- 
lier, which really infuriated me. When you asked, Mr. Shays, or 
you commented that other lives had been affected by the fact that 
they had covered this information of chemicals up for the past 51^2 
years, he said, “Oh, no. I don’t think it has had any effect.” 

What he didn’t imderstand was that a lot of these Gulf war vet- 
erans would not have reproduced children had they known that 
there was chemical exposure. 

A lot of the veterans I have spoken to produced children on the 
belief of what the DOD had told them, that there was no chemical 
exposing, and had they known, a lot of the children that are dis- 
abled now would not be here. 

And also, the doctors that are treating these people, if they know 
that there is a chemical problem, they treat them a lot differently. 

My husband’s doctor himself, if he had known there was a chemi- 
cal exposure, he would have looked for pancreatic cancer much 
sooner. Because he was too yoimg to have it, they did not look for 
it, but if he had known that there was a chemical exposure, he 
would have looked for that immediately and, possibly, he could 
have saved his life. 

So Mr. Joseph’s conunents are ridiculous. Thank you. 

[The attachments to Mrs. Dulka’s prepared statement follow:] 
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14 April 96 

I G>Ssj 0?orgf J Grass USMC do mak? the following statement: 

I pon my an ival in SWA, 1 was assigned as the NBC Fo.x Recon Vehicle Commander (Serial 
■=56'j4 j lor isl Mai ine Division. Task Force Ripper, 

CVVO Cotti eil w as tile N'BC Officer for Task Force Flipper, but due to the mission and other 
"cr. ciini.stances ", I was attached to 3d Tank Banalion which was the lead element of Ripper. Tlie 
NBC Otiicer at 3d Tank Battalion was CWO Biendenbeiider 

My overall mission was to provide die Task Force with a Recon and Survey of the battlefield in 
case of any N'BC attack and report that information through my chain of command which began with 
CWO Biedenbender and CWO Cottrell. 

Approximately 24-48 hours prior to the breaching operations, all the Fox vehicles were sent to 
the Northern DSC for a final operations and fimctions test Tliese tests included checking and 
verifying die Mobile Mass Spectrometer for accuracy. The civilian technicians from General 
Dytiamics performed these checks and determined that all the Fox vehicles assigned to Is! Marine 
Division were fully functional and accurate 

During operations at both minefield breaches, 1 was tasked with checking all eight (8) lanes for 
any possible chemical contamination that have been present At the morning meeting at 3d Tanks 
COC on 22 Feb 91, the intelligence brief was "Recon reports back that from grid coordinates QS 
756771 to QS 754773 there have been observed to be numerous Viscella 69 mines with ahi^ 
probability of chemicals". As my Fox vehicle drove tfarou^ each lane we monitored for both liquid 
and vapor contamination. The probe used to "sniff' for any contamination detected small traces of 
Netve Agent in the air. The conqiuter system notified us that the amount of chemical agent vapor in the 
air was not significant enough to produce any casualties. As a result, it was impossible for the Mass 
Spectrometer to run a complete check on the agent except by visually observing the agent and speclnim 
on the computer screen. These minute readings continued on the screen for the durafion of each lane 
surveyed. Once tny Fox vehicle departed the first minefield breach, diose readings went away. I do 
not remember the type ofNerve Agent detected. I told CWO Biedenbender and CWO Cottrell &ce to 
face what bad been detected and they both agreed that since we had no solid proof there was nothing 
we could do about it Several Marines worked to complete the lanes while wearing only MOPP level ' 
2 and no gas mask while we detected these readin,gs. No fiirther cbetnical agents were detected as we 
checked the lanes of the second minefield breach. 

After the Task Force had arrived and taken Al-Jaber airfield, I was positioned somewhere on the 
Northern side with elements of 3d Tank Bn monitoring for any chemical agenl vapor contamination in 
the air. Tne following day the smoke from the oil fires made dwlii^ hours look completely black. 

The Mass Spectrometer was programmed wifti a sample of the oil fire vapors and labeled as unknown 
#1. When the thick smoke was present, there was always a slight reading on the screea These slight 
readings were the same regardless of the concentration or location of the vehicle. Because these 
readings became cotnmon place whenever the thick smoke rolled in, it was easily recognizable when 
compared to an actual chemical agent appearing on the monitor. As the Mass Spectrometer was 
monitoring for chemical agent vqior contamination with the usual readings from ftie oil fires, file alarm 
went off and the monitor showed a leftial vapor concentration of the chemical agent S-MUSTASD. 

The vapor was in the air for several miraites which is more than enough time for the Mass 
Spectrometer to analyze the vapor. A complete chemical spectrum was run ana printed out as 
evidence of die contamination. Upon hearing the alann and observiqg a lethal vapor concentration of 
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S-Ml'ST.\RD in the air, I called "GAS" over the Battalion Net .=^er the proper chain of command 
was notified of the positive chemical aaent. nw Fox vehicle conducted an area recon and surxey to 
deteiiiiine tile limits of the contamination. While pedomiina die smvey, the S-MUSTARD readines 
went away and the only readine appearing on die monitor were tlie typical readings fi om the oil fii e 
vapors .As we paused above Al-.Taber aiilleld, die winds w ere blowing 10-15 mpli. Tlie detection of 
die positive S-MUSTARD reading was reported through 3d Tanks net COC by CWO Biedenbeiider 
and myself to die 1st Marine Division NBC Officer. CW'O Bauer. Division staled dial our readings 
were false and that the readings were produced by die burning oil fire vapors. We explained to him 
dial we already knew what the oil fire vapors looked like on die monitor and the S-MUST.ARD was 
cleai'ly different and distinct with the words S-MUSTARD printed across the screen. Division dien 
said that it had to be a false reading from the fiiel from the M60 tanks. Anitracs, etc. that were around 
the Fox vehicle. Again I explained to him that the Mass Spectrometer has a sample already 
programmed into its database and any fuel vapor comes up as its chemical name and die words 'TAT, 
OIL, W'AX”. Division still insisted that we had false readings and abruptly signed off the net CWO 
Biedenbender instructed me to keep a printed copy as proof of our detection in case we needed it 
later. 

Alter Task Force Ripper left Al-Iaher airfield heading toward Kuwait City, several chemical 
attacks were reported throughout the Task Force from positive readings by personnel using Chemical 
Agent Monitors (CAM). My Fox vehicle was called to survey the area and veri^/check for any 
possible vapor or ground contamination present. All surveys performed by my Fox vehicle were 
negative when called for these attacks althou^ the CAM’s had two-three bar positive readings. 

The next time my Fox vehicle had positive readings was from an Ammunition storage area 
located Just outside of Kuwait City. 

On 28 Feb 91,1 was now part of Task Force Rippers main reporting to CWO Cottrell. During 
die intelligence brief that morning, they stated the Iraqi’s had established the 3d Armored Corps 
Ammunition Stqtply Point (ASP) just outside of Kuwait City and ftiat sources (EPWs) have stated 
there were chemical weapons stored there somewdiere. I was informed that my task was to survey the 
entire ASP and locate any chemical weapons that may be stored there. CWO Cottrell directed me to 
call back nonchalantly as finding some "HONEY". My Fox vehicle set out and began conducting a 
survey of the area. While monitoring for chemical agent vapors in an ammo storage area next to 1st Bn 
5di Marines pause, the alarm on the computer was set off with a fiill distinct spectrum across the 
monitor and a lethal vapor concentration of S-MUSTARD. We drove the Fox vehicle closer to the. 
dug in bunkers and fiilly visible were the skull and cross bones eidier on yellow tape with red lettering 
or stenciled to the boxes or some had a smalt sign with the skull and cross bones painted on it On top 
of the boxes were artillery shells. A frill and complete spectrum was taken and printed I notified 
CWO Cottrell of the "HONEY" and he instructed me to return to Rippers Main but to be aware that 
some VIP's and the media were there. As we continued driving through the ammo storage area, the 
alarm sounded again. The chemical agent HT-MUSTARD with a lethal dose came up across the 
monitor. A frill spectrum was completed and a copy printed as proof of detection Before driving out 
of that area, the alarm sounded once more showing a positive reading of BENZENE BROMIDE. 
Again a frill spectrum was completed and printed as evidence of vnpor contamination The positive 
readings of S-MUSTARD, HT-MUSTA)^, and BENZENE BROMIDE were all within 100 yards 
of each other near grid coor dinat es QT 76639S. All ammunition was eifrier from Holland, Jordan, or 
the United States. 

Completing the Technical Escort course several months prior to deployment to SWA, being a 
former Ammunition technician for 6 years and ftie NCOIC of an offensive chemical unit at 
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MWWU-LANT, I obscrv'cd srvrraJ signs of possible chemical weapon storage. There were blue. 

ovv'u opvCitic urea. Also tliis 


particulai' storage area had bung and open top 55 gallon drums tliat were painted all blue, red and blue, 
green or white and green. Each set of drums were grouped according to its color and wlietlier tlie 
color oftlie drums were solid or striped. No otlier area oftlie entire ed .Annored Corps .ASP that nic 
Fox vehicle checked was designed and set up like tltal area M> regimental S-’ was notified 

Upon airival at Ripper's COC. myself, CWO Cottrell and otlier oS'icers were taken into a CP tent 
I explained to ait of them about tlie S-MU’STARD detection at Al-Jalier anfield and oftlie 
S-ML'STARD. HT-.An;ST.ARD. and BENZENE BROMIDE detected al tlie ASP I showed tliein the 


comparison between both S-MUST.ARD detection tickets and they all agreed tliat Division must be 
notified. .As I W’as standing there, one of die officers contacted Division. When he hung up die radio, 
it was determined that I would meet an EOD team al 0700 al Division HQ located at the Kuwait 
International Airport and escort them to the ammo storage area the next morning I gave my superior 
officers all of the printed out Mass Spectrometer spectrum tickets taken from positive readings from 
Al-Jaber airfield and the ASP. I never saw the tickets I had given them again. My Fox vehicle 
arrived a little late due to the directions and destruction blocking some of the roads. At approximately 
0800, 1 spoke to CWO Bauer at Division and he informed me that die team had been held back at 
Al-Jaber airfield and would arrive around 1400. Two other Fox vehicles were kept at Divisioa 
Since I still had thousands of ammo bunkers to survey, and the area was about a 45 minute drive away, 
I asked CWO Bauer if I could have the other two Fox vehicles assist me on my survey since both 
crews obviously had no missioa CWO Bauer emphatically told me that those two Fox vehicles were 
not moving and refiised to listen to reason 

When the EOD team finally arrived, I escorted diem to where the chemical weapons were 
detected Upon arrival, the EOD Team donned frill protective equipment and entered die area. They 
worked in the area for approximately one hour. Upon completion of their mission, they decoraied 
themselves and verbally acknowledged the presence of chemical weapons in the storage area, but 
staled that their main concern was to catalogue lot numbers to see if those lot numbers had come into 
the country after sanctions were imposed on Iraq. We escorted the EOD team back to Division and 
never heard from them agaia Task Force Ripper and my Fox vehicle departed Kuwait the next day. 

Since returning from die Persian Gulf War, I have spoken to almost every Fox vehicle commander 
from bodi 1st and 2d Marine Division and every one ofthem has verbally acknowledged the positive 
identification of chemical agents in die area of operation 

.. ■ — > 
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DECISION 

1 JE.DLXK.X 



ISSUE: 






Service conr.ection for the cause cf death 
EVIDENCE : 


Request for rredical opinion dated 5/25/95 . Medical opinion from Assistant Chief Medical Director for Public 
Health and Environmental Hazards dated 09/08/95. 

DECISION : 

Service connection for the cause of death is denied 
REASO.N&A.VD BASES : 

The death of a veteran wi’l be considered as having been due to a service-connected disability when the 
evidence establishes that such disability was either the primary or contributory cause of death. The cause of 
death is recorded as. Pancreatic Cancer Service connection for the cause of the veteran s death is denied 
since evidence fails to show that it was related to military service. 

In accordance with the Director of Compensation and Pension Services the Department of Vctcra's Affairs 
was directed to obtain a medical opinion regarding the risk of the development of pancreatic carcinoma due to 
exposures to solvents and petroleum compounds on a long-term basis. 

Medical opinion dated September 8. 1 995 states that it is not possible for the examiner to estimate the 
likelihood that the veteran's pancreatic cancer, was rdat«j to exposure to chemicals during service in the 
Persian Gulf That is , while we can state that such exposure is a possible cause, we cannot state that it is 
likely or approximately as likely as not that the pancreatic cancer can be related to such exposure. 


/A FORM 
UN 1994 


21-6796 


Sl.'PERSeOes VA fOILV 2I-47M. NOV 19*2, ttlUCH WUX NOT BE USED. 
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HEARING DATED Nt.AkCll 28 199'i 
H.\RTFORD. CT 
RE'. CASE XC 048-52-4231 
JOSEPH E. DLEKA .JR. 


Crentleman. 

Statement of the case dated October 10. 1995 and the rating decision of November 9, 1994. The 
V.A has claimed that the Veteran showed no evidence of chemical e.vposure during his tour in 
Saudi Arabia. Enclosed is a lab work up performed by Immunosciences Inc. It lists the 
abnormalities of Mr. I>ulka's blood work. E'pon speakii^ to Dr. Vojdani. Immunaligist at the lab, 
he specifically indicated that such a high result of F Gamma Glutamyl Transfer definitel>’ indicated 
a chemical e.xposure. Dr. Vojdani can be reached at 301-657-1077. 

Upon learning this infomtation, I sent for Mr. Dulka's pathology reports and Dr. William Marcus, 
Senior Science .Advisor, .Maryland L'niversity. stated that according to the pathologv’ reports, 
(enclosed), \Ir. Dulka's pancreatic cancer was started in the tail of the pancrease. Therefore 
current research indicates that this type of cancer to be chemicaDv induced. 

Referring back to the rating decision it stales that Mr. Dulka did not develop cancer during the 
presumptKe period of one year following service. The presumptive period for Desert Storm 
Veterans is 2 years following service. Mr. Dulka was diagnosed 3 years from service. Pancreatic 
cancer has no symptoms until its final stages. By the lime this cancer was discovered, the nimor 
was the size of a baseball and obstructing his intestinal track. Due to the size of this tumor upon 
discovery it is safe to say that it had been growing for quite some time. You are using a quote 
from Dr. John Polio, ’the hunor w as there for several months prior to symptoms, " I have enclosed 
a copy. Dr. Polio although an excellent physician, is a gastroenterologist, not a cancer specialist. 
According to the cancer center of St. Francis Hospital and Medical Center, Hartford, CT. the 
tumor is estimated to have been present at least 6 months to 2 years prior to intestinal symptoms. 
.Mr. Dulka first reported symptoms in November. 1993. Dr. Polio reported that Mr. Dulka 
repoiled symptoms at least one month prior to that first visit in November, 1993. As I stated 
earlier Lhe mrnor was there at least 6 months prior to October when the first sy mptoms were 
reported.. Therefore, the mmor was there in May. 1993 which stiU meeLs the 2 year presumptive 
clause, (see 38 CSC A Sec. Ill3ib)) 
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Duiing Mr. Dulka's lour, his M.P, unit \saa iastracIcJ to JcloUsu Iraq F.O.W.s with powduroJ 
bsniene spra\ ed frcm preasurized pump cans. There is a dispute with ihe about the substance 
u-sed. The \ .A states that lindane was used. Lindane is a t'orm of benzene, therefore benzene is 
still an issue here. .-Mlhough lindane is an approved substance b\ the FD.L. The FD.A is ver> 
specific about its proper use. The M.P. unit was not instructed on its proper use. The unit 
sprav ed this substance in closed tents with no masks or ventilation. Therefore, the M.P.s w ere 
e.xposed to toxic levels of this substance on a daiK' basis. Short to.xic exposure to benzene has 
been known to produce cancer as little as 4 months after e.xposure. Enclosed are copies of pages 
from Benzene Carcinogenicitv’ by Dr. Askoy, which show the duration of cancer development 
after exposure. 

It is stated that Mr. Dulka reported a weight loss of 15 pounds while in service in Saudi .Arabia. 

He had still not been able to regain that loss after returning to normal routine. This is an abnormal 
event. Mr. Dulka should have been able to recover that w eight loss within a few months of his 
return. In October, 1992 he had a blood work up done, which show ed his liver enz>me w as at a 
higher than normal lev el. This indicates that his body had already begun to malfunction. I hav e 
enclosed a copy. 

I think that with all the evidence presented here today that is is clear that Mr. Dulka was exposed to 
to.xic amounts of benzene and other carcinogins during his tour in Saudi .Arabia. It is also veiy 
clear that his pancreatic cancer w as eaused by exposures in the Gulf. I do expect a rev ersal of the 
prior decisions immediately and do fuUj' expect benefits to be awarded retroactwe!)' to Mr. Dulka 
with Die to his widow and 2 dependent children. 

I would also like to add that Mr. Dulka's son bom 10 months after his return from the Gulf was 
bom with facial deformaties and has undergone 2 sutgery''s and still has another one or possibly 
two more to go. This family has been through hell I think Mr. Dulka has served his country in ihe 
highest degree by giving his life for his country. It is time his family is compensated for the loss 
they have suffered and the benefits that were promised this Veteran when he signed up for duty. 


Thank You. 

Diane G. Dulka 


EnCiOsufcs 
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May 17, 1996 

Re: Hearing dated .March 28. 1996 
.additional Inl'ormation 
Case XC 048-52-4231 
Joseph E. Dulka Jr. 

In my previous testimony. I stated that Dr. William Marcus was with the Maryland University. 

I was mistaken. Dr. Marcus is file Senior Science Advisor with the EP.3, Environmental Protection 
•Agency. I have received his report and I am submitting it as evidence in this case. .Also enclosed 
is a copy of the February 19. 1993 Report ftom the U.S. Department of Health & Human 
Services on the Toxicological Profile on Alpha, Beta, Gamma, and Delta-He.xachlorocyclohexane 
or lindane. 

I would like to thank your office for gning me an extension to submit this added information. 
Unfortunately, when you have to depend upon others for your informatiem, they are not always at 
your access as one would like. I do appreciate your patience in this matter. 

The following is a list of material Dr. Marcus used to produce this affidavit: 

1. Pancreatitis By Herman T. Blumenthal, Ph.D., M.D., J.G. Probstein, M.D., R.M. Zollinger, 
M.D. 

Charles C. Thomas Publisher Springfield Illinois 

2. Journal of Surgical Oncology 7:143-149(1975) Chemical Carcinogenesis and the Pancreas 

3. HPB Surgery, 1990 Vol 2, PP51-55 Long Term Survival after Resection of Ductal Carcinoma 
in the Body and Tail of Pancreas 

4. Dept Of Surgeiy, The Johns Hopkins Medical Institutions, Baltimore, MD Improved Hospital 
Morbidity, Mortality', and Survival after the Wltipple Procedure. 

5. .American Journal of Industrial .Medicine 10-371-381 (1986) Te.xaco Mortality Study 

6. Epidemiology Research Unit, Hospital Hotel-Dieu De Montreal Oct 16, 1990 Tobacco, 

Alcohol, and coffee and Cancer of the Pancreas 

7. .American Journal of Industrial Medicine 18:565-576 (1990) Occupation and Pancreatic Cancer 
Risk in Louisiatu 

8. Review of Surgery Volume 28 \o. 3 May June 1971 

9. HPB Surgery, 1990, Vol. 2, pp. 57-67 Pancreatic Resection for Carcinoma of the Pancreas and 
the Periampullary Region, .A Twenty- - Year Experience 

10. Journal of Surgical Oncology 7:167-174(1975) Carcinoma of the Exocrine Pancreas: 

11. Cancer Mortality .Among Chemists. Xational Cancer Institute, 

12. Industrial Medical .Association June 30. 1967 

13. JN'CL Vol. 76 No 1 January 1 986 Pancreas Cancer and Smoking. Beverage Consumption, 
and Pa.st Medical History 
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14. L ot Nonh Carolina. Chapel Hill MortaliP .\itiong Rubber Workers. 

1 5. The .American Journal of Surgers’ A'ol. 164 July 1992 Carcinoma of the Bod> and Tail of the 
Pancreas 

16. British .loumal of Industrial Medicine 19S6;43:"T5-7^S Occupational factors and pancreatic 
cancer 

1 7. United Automobile Workers 0096-1736 88 3009 706S02.00 0 Mortalitj among bearing plant 
workers e.xposed to metal working fluids and abraswes. 

18. British Journal of Industrial Medicine 1990;47;425-428 Occupational risk factors for cancer 
of the pancreas: a case-control study'. 

19. British Journal of Industrial Medicine 1991:48:583-587 Occupational exposure and cancer of 
the pancreas: a rexiew. 

20. Enxironmenlal Health Perspectives \'oL 20 pp. 105-112. 1977 Environmental Factors and 
Diseases of the pancreas 

21. To.'sicology' and Applied Pharmacology 101. 543-554 1989 Toxicology of the Pancreas 

22. J Chron Dis 1971, Vol. 23, pp. 685-690 Great Britain The rising incidence of Cancer of the 
Pancreas Further Epidemiologic Studies. 

23. International Journal of Epidemiology Vol. 14, No. 3 Proportionate Mortality .Among Male 
Com Wet Milling Workers. 

24. Cancer Letters, 55(1990) 121-128 ComparatKe histopathological findings in the Pancreas of 
cigarette smokers and non-smokers 

25. Trade Surgery Vol. 97 Jan 1995 28-35 The surgical treatment of Pancreatic carcinoma 

26. Institute for Pharmacological Research, Italy Medical History, Diet and Pancreatic Cancer 

27. Institute for Health Care in Dex eloping Countries, Unh ersity of Nijmegen, The Netherlands 
Pancreatic Cancer a decade of case control studies, 

I have enclosed some copies of the more relevant information in these resource materials. If 
you would like a complete copy of all of these articles, please let me know. The report that is 
being submitted by Dr. .Marcus has passed through the District Court of Jefferson County, Texas 
58th Judicial District and has been submitted as exidence along with all the back up material 1 hate 
listed abox e. 

This xxill close the record of this case, I again thank you for x our patience in this matter. 

Sincerely. 

IL}c 4' Utjicilcj Qcj-iAxu 

Diane Gales Dulka 


Enclosures 
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Mr. Shays. T hank you, Mrs. Dulka. Dr. Marcus, would you just 
give us a little information about who you are and why you come 
to this hearing, what you bring to this hearing before you testify? 

Mr. Marcus. Mr. Chairman and members of the committee, I 
wish to thank you for the opportunity to contribute to the work of 
the committee looking into the work of the tragedy that occurred 
during the Persian Gtdf war. 

My name is William Marcus. I hold a master’s and a doctorate 
degree in the field of pharmacology. I did my post doctoral work in 
the field of teratology. 

I have been a board certified toxicologist since 1980. I am here 
today as a private citizen on excused leave from my position with 
the U.S. EPA. My opinions and conclusions are entirely my own 
based on my scientific training, experience and expertise as a toxi- 
cologist, and not those of, nor influenced by, my employer. 

None of the supporting documents which I submit provide or 
refer to are privileged or internal documents. If I should inadvert- 
ently used word “we” or “they” rather than “I,” it does not imply 
or suggest that I am speaking for the EPA or any of its manage- 
ment or policies. I am speaking only for myself. 

In addition, I have engaged in some private consulting on my 
own personal time and have taken every precaution to ensure that 
there is no conflict of interest or appearance of conflict of interest. 

Based on my analysis of the data provided to me, I believe those 
who served in the Gulf conflict are indeed at increased risk of de- 
veloping, suffering finm and dying from health hazards caused by 
extended chemical exposure. 

Those military personnel employed in the Persian Gulf were sub- 
ject to at least three types of chemical exposures. The first and 
most well known is the combination of pryidostigmine, DEET, and 
organopesticides. 

The second is respirable spent uranium. The third is the prod- 
ucts of combustion from burning of oil fields. In a recently pub- 
lished article, scientists at Duke University have shown that chick- 
ens exposed to a combination of pryidostigmine, DEET and 
organophosphate pesticides exhibited synergistic toxic responses 
that are at least 1,000 times higher than expected. 

My preliminary review has many drawbacks because of the time 
constraints and the unavailability of required data. In order to 
overcome these, I made educated estimates of the breakdown in the 
age groups and the appropriate percentages of the number of 
troops per age category per of year exposure in the Gulf. 

This procedvu:e enabled me to determine the incidence rate of 
cancer by year for several different types of cancer. Using these es- 
timates, I also calculated age-specific incidence by age category. 

Because the percentage of women who actually served in the 
Gulf was very small, I did not take them into account. However, 
this should not be taken to mean that they are not at increased 
risk due to their exposiu^. They are. 

In the calculations performed by the National Cancer Institute to 
determine instance rates for the U.S. general population, the gen- 
eral population is approximately half male and half female. This 
was not the case in the Persian Gulf. 
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What became apparent was that the trends of cancer in those 
males chemically exposed either overtook or exceeded the rates of 
the same cancers found in the general U.S. male population. 

These particular cancers were selected first by me because statis- 
tics for them in the general population were known and were pub- 
lished by the NCI in the SEER report. 

And second, because time was short and I was unable to do an 
in-depth analysis of each and every type of cancer in the reports, 
I did not have either the time or the data to determine whether 
there were increases in rare forms of cancer. 

The types of cancer which I believe to have increased rates due 
to chemical exposures in the Gulf include the following: multiple 
myeloma, cancer of the brain and the nervous system, pancreatic 
cancer, testicular cancer and cancers of the pluripotential stem 
cells; that is acute in chronic leukemias. 

While I believe meaningful conclusions can be drawn from these 
data, the data were incomplete. In order to obtain a complete pic- 
ture of the health risks of the Gulf veterans, a study should be un- 
dertaken which accounts for the well-being and/or cancer incidence 
of each and every individual who served there, survivors and de- 
ceased. 

Such an undertaking would be costly due to the labor intensive 
nature of the enterprise. Those studies in which I worked for EPA 
produced highly significant results. 

An undertaking of this nature should be conducted by an unbi- 
ased and possibly nongovernmental team that have been guaran- 
teed unfettered access to both the VA and military files as well as 
the ability to compel cooperation. 

A protocol for the study should be devised by the team and exam- 
ined and critically reviewed by a panel of experts under the aegis 
of the American Public Health Association or other universeilly rec- 
ognized professional society. 

In addition to a study of the veterans exposed, I also believe fu- 
ture environmental law must also be considered. It is my personal 
opinion that future environmental laws must take into account the 
adverse effects that exposure to burning oil fields and refinery ex- 
plosions have on exposed people and the environment. 

Such laws could be satisfactorily enforced by the U.S. EPA under 
one or more of the environment^ statutes, the Toxic Substances 
Control Act, Safe Drinking Water Act, Clean Air Act, Solid Waste 
Disposal Act and Water Pollution Control Act or CERCLA, the 
Comprehensive Environmental Compensation and Liability Act and 
their interaction with FEMA. 

The possibility of similar tjrpes of disasters occurring in the U.S. 
should start a prospective re^latory process in order that the Fed- 
eral Government is ready with a deliberate and rapid coordinated 
response. 

Considerable long-term environmental concerns make this a na- 
tional and international issue. The problem could occur at any time 
if there is an explosion or a fire in petroleum refineries, or oil 
wells. 

While these remarks have been fairly general, I have been much 
more detailed and specific in the written report, which I have sub- 
mitted, including many graphs. 
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I would be happy to elaborate on any points which you require 
or request. Thank you for asking me to participate in these hear- 
ings on adverse health effects suffered by our gallant troops who 
served in the Persian Gulf war. 

I hope my work has been of assistance to you all. And I want to 
add that the reason I am here is that I have a very strong feeling 
that those who are willing to step forward and protect me, my way 
of life and my famiiys way of life deserve what I can give them 
to my very utmost. 

[The prepared statement of Mr. Marcus follows:] 

Prepared Statement of William L. Marcus, Ph.D., D.A.B.T. 

Mr. Chairmen members of the committee, I wish to thank you for the opportunity 
to contribute to the work of the committee looking into the tragedy that occurred 
during the Persian Gulf War. 

I have a Masters and Ph.D. in Pharmacology, specialized in Toxicology, and post- 
doctoral training in teratology.. I have been Board Certified in Toxicology since 
1980. I have been given an excused absence, from EPA my employer while testifying 
as a private citizen. My opinions are entirely my own, based on my scientific train- 
ing, experience, and expertise as a toxicologist, and not those of, nor influenced by, 
my employer. Any supporting dociunents which I submit or provide are accessible 
to the public and are not privileged or internal documents. Inadvertently using the 
words “we” or “Uiey” rather than “I”, does not imply that I am speaking at an^ime 
for the U.S. EPA. 

In order to evaluate, compare and determine the risks of malignant and benign 
neoplasms of United States military personnel deployed in the Persian Gulf the fol- 
lowing data are needed. Incidence of each type of cancer for both Persian Gulf (co- 
hort 1) and non-Persian Gulf (cohort 2) veterans by: 

I. Complete ISDN, at least three and as many as five digits in length (See attach- 
ment 1, for examples), for cohorts. 

II. ^ every ISDN by year for cohorts starting with 1991 through present. 

III. m every ISDN for cohorts rraorted for each year by sex and race. 

IV. The percentage of Persian Gulf veterans that availed themselves of the VA 
hospital fatties versus those who sought and obtained health care elsewhere. 

V. The percentage of Persian Gulf veterans that used the VA clinics and were not 
admitted to a VA hospital facility. 

VI. The percentage of regular military Persian War Veterans who used military 
hospital facilities versus National Guard and volunteer Persian War Veterans who 
used VA hospital facilities: for the piuposes of comparison an assumption of 20% 
has been used in my ceilculations. 

All of these cohorts should be compared to the U.S. pwulation by age, sex, and 
race. This will provide a measure of the “healthy worker effect”. 

All persons who served in the Persian Gulf during the Persian Gulf War should 
be contacted and their he 2 dth status determined. Those who claim to currently have 
cancer or the surviving next of kin of this cohort who claim that cancer was or con- 
tributed to the proximate cause of death need to be interviewed, death certificates 
examined to venfy cause(s) of death and if possible treating physician contacted to 
certify actual (histologically determined the type of cancer) cause(s) of death. A 
study of this nature is costly, because of the labor intensive nature of such an enter- 

F rise. While working in the (Office of Toxic Substances in the latter half of the 1970’s 
supervised three such studies (arsenic emissions, arsenic manufacture for pes- 
ticidal use and vinyl chloride). All of them produced highly significant results. 

The mihtary personnel deployed during the Persian Gulf War were subject to at 
least three types of chemical exposures. The first and most well known is the com- 
bination of pyridostigmine, DEET, and pesticides; the second is respirable spent 
uranium (U2fe); and the third is the products of combustion from the burning oil 
fields. In a recently published article Duke scientists have shown in chickens that 
the combination of pyridostigmine, DEET, and pesticides causes a sjmergistic toxic 
responses that is at least 1,000 times hi^er than expected. Uranium 238 is much 
like lead, extremely toxic to the kidneys. The products of combustion from a burning 
oil field are too numerous to enumerate. There are polyaromatic hydrocarbons 
(known potent carcinogens), benzene, benzo-a-pyrene, carbon disulfide, add infini- 
tum. 

My pr eliminar y review has many drawbacks because of time constraints and the 
unavailability of required data. In order to overcome these I made educated esti- 
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mates. Since the median age of our troops dmloyed during the Persian Gulf War 
was 27 years of age, I estunated that 60% of the troops were less than 25 years 
old, 20% between 26 and 34 years old, 10% between 35 and 49 years old, 7% be- 
tween 50 and 59, and 3% remainder. Since the number of troops was largest in the 
two lowest age-specific categories these data should be weighted when drawing the 
graphical representation. Semi-logarithmic paper was used to plot nearly all the 
graphs. Most biological phenomenon occur in tMs fashion. 

Based on these estimates I took the appropriate percentage to determine the num- 
ber of troops in each age category of the troops deployed by year. This procedure 
enabled me to determine the incidence rate of cancer by year for several cancers. 
Using these estimates I also calculated the age-specific incidence by age category. 
Since the percentage of women who actually served in the Persian Gmf War was 
very small I did not take them into acco\mt. The U.S. general population when com- 
bining males and females uses approximately half of each. This was not the case 
as found during the Persian Gulf War. 

These incidence-rates and age-specific incidence rates were compared to the inci- 
dence rates reported by the National Cancer Institute ^ both graphically as well as 
determining increases or decreases in the rates of age-specific incidences of individ- 
ual cancers. 


What became immediately apparent was the trends of cancer in the exposed ei- 
ther exceeding and/or overtaking the same cancer(s) as found in the male tf.S. gen- 
eral population. 

The *‘healthy worker effect” — a much healthier group of people are selected for 
their skills and as the result of health screening for the purposes of gainful employ- 
ment. They are over 16, free of debilitating diseases and work for their living. In 
this case the members of the cohort (militery troops) are healthier because they 
must pass more stringent health requirements, be capable of vigorous physical exer- 
tion for long periods, and are for the most part between the ages of 18 and 34. When 
the cancer rate of this cohort exceeds the general population on an age-specific basis 
something is very wrong. 

The particular cancers were selected because of the NCI published statistics in 
the SEER report. The time allotted was very short and I therefore could not do an 
in-depth analysis of every type of cancer in the reports. I was not able determine 
if there were increases in rare forms of cancer. 


Multiple myeloma (graphs 1 and la) demonstrates that this ^e of cancer had 
a dramatic increase vmen compared to males in the general U.S. population (U.S 
Males), The rate increased dramatically when compared by year or by age specific 
category. Age specific category analysis showed that beginning in 1992 multiple 
myeloma in Persian Gulf War Veterans (PGWV) ranged from 3.1 to 6.3 times great- 
er than the comparable group in the general U.S. population. Our troops have be- 
tween a 3 and 6 times increased risk of multiple myeloma. 

Cancer of the brain and the nervous system (graphs 2 and 2a) demonstrates that 
this tjrpe of cancer had a dramatic increase when compared to males in the general 
U.S. population. The rate increased dramatically when compared by year or by age 
specific category. Age specific category analysis was less than U.S. Males- 0.9 who 
were 25 or less years old. The 25 to 34 year old category of age specific-rate ex- 
ceeded the U.S. Males by 7.1 times; 35 to 44 year olds by 14.7 times. When looking 
at brain cancer by year the slope of the rate of incidence per 100,000 rose veiy 
steeply between 1991 and 1992 and than slowed but stiU exceeded the U.S. Males. 


Pancreatic cancer rates are very high (-10.2) because after 50 years of age the 
rate jumps to 21, 60-32, 70-65, 80-95.6 etc. However the increase is much like the 
other curves but never passes the U.S. Males (graph 3). However the age-specific 
rates sharply surpass (graph 3a) the age-specific rate for U.S. Males. 

Testicular cancer age-specific rates are very high among the Persian Gulf War 
veterans ranging from 2.4 to 3.8 higher than U.S. Males (graph 4a). The rate of inci- 
dence increases using nearly the same slope as all the other cancers surveyed. See 
graphs for bladder (6), thyroid (6), and stomach (7) cancer. 

Cancers of the pluripotential stem cell (graphs 8-11) all increased at the same 
rates as the other cancers as well as kidney cancer (graph 12). All showing higher 
risks to our troops. 

Two secondary malimant cancers were looked at, those of lung and brain. These 
were chosen because they are often the site of malignancy and are a good measure 
of the total body bimden of malignant cancers. People who have secondary cancers 


^NCI. 1996. Seer Cancer Statistics Review 1973-1992. Eds. Kosary, CL, Ries, LAC, Miller, 
BA, Hankey, BF, Harras, A And Edwards BK. U.S. Dept. Of Health and Human Service, Na- 
tional Institutes of Health, National Cancer Institute, Bethesda, MD 20892-9903. NIH Publica- 
tion No. 96-2789. 
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of these organs usually expire in a year or less. I plotted a second order (loga- 
rithmic-log log plot) to measure the rate of acceleration of cancers. This graph 13 
demonstrates that there is a steady increase in the total body burden of cancer with 
time. 1 used the number of cases by year as a crude measure. These curves were 
superimposable (identical slopes) demonstrating that both the secondary brhin and 
lung cancers are measuring the same disease process. 

In my opinion, these brave soldiers who went to battle for the United States, to 
protect oim freedoms and those of the American public are war casualties just as 
if they had been wounded in combat. Their injuries are Ufe threatening and in many 
cases inflict great pain and suffering before death. The above analysis though pre- 
liminary must be reexamined at a more leisurely pace to better understand which 
cancers were merely coaxed to appear earlier than they otherwise would and which 
were induced de novo. I would appreciate the opportunity to reexamine my calcula- 
tions and consult with people far more knowledgeable about more standard ap- 
proaches. 

Since tragedies to individuals and communities occur as the result of oU well fires, 
future environmental law must take into account the adverse health effects that ex- 
posure to burning oil wells, burning oU fields and refinery explosions produce on 
people and the environment. This could be satisfactorily regulated by the USEPA 
under one or more of the existing environmental statutes; Toxic Substances Control 
Act; Safe Drinking Water Act; Clean Air Act; Solid Waste Disposal Act; Water Pollu- 
tion Control Act or Clean Water Act; Comprehensive Environmental Response, Com- 
pensation, and Liability Act and their interaction with FEMA. The chance of similar 
types of disasters any place in the U.S. should start a prospective regulatory process 
so that the (^venunent is ready with a deliberate, and rapid coordinated response. 
Considerable long term environmental concerns make this a national and inter- 
national issue. 

The above suggested study should be conducted by an independent non-govem- 
mental team who have been guaranteed unfettered access to VA and military files, 
along with Uie ability to compel cooperation. The actual protocol should be devised 
by the team, examined and critically reviewed by a panel of experts under the aegis 
of the APHA or other such universally recognized professional society. The board 
members all have to be independent non-U.S. government employees, internation- 
ally recognized experts in their fields and, known to be non-biased for or against 
the U.S. government in this matter. 

Thank you for accepting my technical report on cancers in troops from the Persian 
Gulf War. I hope my work has been of some assistance to you all. 
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Mr. Shays. Thank you, Mr. Marcus. Fm going to call Mr. Buyer 
in a second. I don’t quite understand why you got on the tangent 
of talking about laws in this country. Just tell me offhand why you 
went in that direction. 

Mr. Marcus. I did that because some of the people that provided 
me data need to be protected, and if I show that there may be a 
connection with environmental laws, they will come under the 
whistle-blowing statutes in each and every one of those laws and 
therefore have some protection from either adverse effects adminis- 
tered by their agency in the form of firing, in the form of discrimi- 
nation or in the form of reassignments. 

Mr. Shays. OK. Thank you. Mr. Buyer. 

Mr. Buyer. I have several, one by opening comment. Ma’am, I 
think you play a great honor to your husband’s legacy by being 
here ask testifying and taking up the issue in his absence. 

Mrs. Dulka. T hank you. 

Mr. Buyer. But I think his spirit is with you. In your testimony, 
you gave a very strong allegation with regard to the Secretary of 
Defense, Dr. Perry, and having served on a past board. Can you ex- 
pand on that a little bit more? I mean, this is the first time I heard 
this. 

Mrs. Dulka. It was reported in the Hartford Courant by Dermy 
Williams. There is a copy of it in my testimony. William Perry was 
serving on the board during the war. He’s now the Secretary of De- 
fense. And also John Deutfdi 

Mr. Buyer. On the board of what? 

Mrs. Dulka. The board of Science Applications International 
Corporation, on their board. 

Mr. Buyer. OK. 

Mrs. Dulka. Also John Deutch, who is the Director now of the 
CIA was also on their — excuse me, was their Director at that time. 

Now, President Clinton has ordered the CIA to go back and re- 
study, and they have chosen their own corporation, which they 
both served on, to restudy the information. It makes no sense. 

Mr. Shays. If I could? 

Mr. Buyer. Yes. Go ahead. 

Mr. Shays. Just to put some focus on this and also put some cau- 
tion as well, it’s alleg^ that this organization was the organization 
which determined where if these chemical bunkers were blown up, 
the smoke plumes would go, would they come back over our troops 
or not. 

And it was determined, based on their study, that the plumes 
would not come over our troops, and therefore, there was a reason- 
able confidence level that we could destroy these bunkers without 
the chemicals affecting our troops. 

The question is did what we anticipate and expect actually hap- 
pen. And it is alleged that the very firm that did the initieil study 
is doing the one to see if they were right or not. 

Mrs. Dulka. Exactly. 

Mr. Shays. That’s the allegation. I gather, from someone like you 
who has encoimtered one roadblock after another, the impropriety 
of this is something that seems quite obvious to you, if, in fact, it 
happened, the same firm investigating what they ^d. 
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And given what you’ve gone through in your life — ^you lost your 
husband. Your child had a physical disability — ^as a result of what 
you believe in your heart of hearts was your husband’s service. 
That’s the context I think in which that statement was made. 

Mr. Buyer. I do know that earlier, several years ago, when I 
spoke with the DOD when the Air Force blew up this chemical 
plant in A1 Nasirryah along the Euphrates River that it was, “Mr. 
Buyer, don’t worry about it. The winds were blowing to Iran.” 

Mrs. Dulka. Right. 

Mr. Buyer. And I’ve never forgotten that because I was located 
at the enemy prisoner of war camp that was close to the tri-border 
mark of Saudi Arabia, Kuwait and Iraq. 

Mrs. Dulka. That’s where my husband was. 

Mr. Buyer. At the prisoner of war camp? 

Mrs. Dulka. He was an MP. 

Mr. Buyer. With the 301st? 

Mrs. Dulka. Yes, 143d MP Company. 

Mr. Buyer. Wow. 

Mrs. Dulka. Yeah. 

Mr. Buyer. All right. Tell me your husband’s name again. 

Mrs. Dulka. Joseph Dulka, Jr., sergeant. He was a staff ser- 
geant. He also sprayed the POWs with lindane. Do you remember 
that procedure? 

Mr. Buyer. Yes. He was at the 301st camp? 

Mrs. Dulka. Yes. Yes. 

Mr. Buyer. You’re from Michigan? 

Mrs. Dulka. Connecticut. 

Mr. Buyer. You’re from Connecticut? 

Mrs. Dulka. The 143rd was from Connecticut. 

Mr. Buyer. But the headquarters was out of Michigan, wasn’t it, 
of the 301st? Wow. It’s a small world here. 

Mrs. Dulka. Isn’t it, though. 

Mr. Buyer. Well, I’m sure your husband told you, then, at the 
prisoner of war camp where we were, they estimate we took in the 
40,000 Iraqis, but we were under total darkness. 

And the oil fires and everything was very far from us. Let me 
just show here to the chairman real quick just about where we 
were located. The oil fires were in Kuwait and along this area here. 

Mr. Shays. How many miles would that have been? 

Mr. Buyer. From the first oil fire, it could be 35, 40 miles from 
us. If, in fact, the winds always blew toward Iran, why were we in 
total darkness if we’re 35 miles to the west? 

In the Persian Gulf, the winds swirl. So as the oil fires — ^I wish 
I had a map. If all the oil fires were here in Kuwait, then we 
wouldn’t be in total darkness. 

We’re back located here. Your husband and I are here. Why are 
we in total darkness if the winds blow toward Iran? 

Mrs. Dulka. Yes. I have several pictures of the total darkness. 
Yes. 

Mr. Buyer. Yes. It’s at noon, and I couldn’t even see you. 

Mrs. Dulka. Amazing, isn’t it? 

Mr. Buyer. So when they say, “Don’t worry, the winds blow to- 
ward Iran,” that’s why I’m so concerned about we blew up this 
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huge chemical plant, and the Air Force doesn’t want to talk about 
it. 

Mrs. Dulka. Right. And now we have asked the same chemical 
company to look at their data again. 

Mr. Buyer. Yes. Fm not familiar with that. I’m also very con- 
cerned about your allegation and these ties. 

Mrs. Dulka. I don’t like it at all. 

Mr. Buyer. Not only Mr. Deutch but also that the Secretary of 
Defense have doing contracts with a company for whom they had 
done business with is a very serious 

Mr. Shays. Well, first off, we don’t know. 

Mr. Buyer. We don’t know, but 

Mr. Shays. We sent a letter in that regard to them voicing that 
concern. 

Mr. Buyer. Good. 

Mr. Shays. It’s something that the committee will look into and 
I’m sure Mr. Buyer will. 

Mr. Buyer. Thank you. I yield back to you. 'Thank you. 

Mr. Shays. It’s an interesting way, maybe, to end this hearing, 
but when you have veterans who tell you obvious facts and then 
we have the scientists who tell us that things haven’t been proved 
yet, what I hear you saying is that the fields which were north of 
you and the incredible smoke finm the fires of these oil fields, if 
the prevailing winds, as they suggested, were going to go north, 
then you shouldn’t have been in d^kness. 

Mr. Buyer. That’s right. 

Mr. Shays. You’re a veteran, and you’re thinking the obvious, 
but that’s the challenge we in Congress have, and that’s why we 
have gotten into this. 

Mrs. Diilka, I have met with many — and I don’t like to think of 
people as victims— but you’re a victim, but you are fighting back. 

I’ve met with many people who have been abused like you have, 
but I haven’t met someone quite as determined as you. I am con- 
vinced that if the committee doesn’t get to the bottom of this you 
will. 

Mrs. Dulka. Oh, yes. There is no question about that. 

Mr. Shays. You’re from Connecticut and even though you’re not 
from the Fotuth Congressional District, you might as well be. 

Mr. Buyer. Can I ask a question? I remember when the pris- 
oners were brought in and matriculated, many of them have been 
in the desert for 6 months without a shower. 

Mrs. Dulka. Yes. Yes. 

Mr. Buyer. You wrinkle your face. You should have smelled 
them. 

Mrs. Dulka. I have letters, daily letters. 

Mr. Buyer. I mean, I hadn’t had a shower in 4 months, but they 
were 6 months. So we smelled the same. 

Mrs. Dulka. We’re really not going to go there, are we. 

Mr. Buyer. But I remember in huge Unes they were brought in, 
and they were fumigated. 

Mrs. Dulka. Deloused is the term. 

Mr. Buyer. Yes. 

Mrs. Dulka. Yes. 

Mr. Buyer. Did your husband do that? 
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Mrs. Dulka. Yes, he did. 

Mr. Buyer. He was one of the delousers? 

Mrs. Dulka. With the spray, with the spray cans. 

Mr. Buyer. He was a sprayer? 

Mrs. Dulka. Yes, with the lindane in the pressurized cans, yes. 

Mr. Buyer. Well, we have people here from the VA whose ears 
should perk up, I hope, that would look into that t 3 T)e of thing. I 
don’t know enough about the science of that type of chemical and 
people that actu^ly are doing the spraying. 

I do know that we have soldiers, Mr. Chairman, whom did spray 
painting operations at the port in Dakran when a lot of our equip- 
ment came out of the prepositioned sites in Europe. The^re all 
painted green and are now brought to Dakran, and the^re quickly 
painted with cart paint. 

And sometimes, in the time of the essence of war, safety is not 
looked to like it should be, and some of those soldiers have now 
come down with health related problems with regard to that cart 
paint which contains some carcinogens. 

Mrs. Dulka. Now, see, I don’t want you to misunderstand why 
I’ve come here. The reason I have come here and the reason I bring 
up the things like the lindane and I think the reason that you 
bring up the thing with the paint is not because you’re trying to 
criticize the way that things were done at that time. 

The criticism lies with how they’re handling it now and the com- 
pensation they’re not issuing and the hard time that people are 
getting. That’s my main concern. 

They do need to correct the faults, don’t get me wrong, but I 
don’t think that’s the reasoning behind these hearings. 

Mr. Buyer. Well, see, I want to understand the science and take 
care of the people. That’s why I wrote into the law compensation 
for undiagnosed illnesses. 

I know what happened to the Agent Orange and Vietnam veter- 
ans. We should learn by that. 

Mrs. Dulka. And with have not. 

Mr. Buyer. Dr. Murphy is not my enemy. I mean, she has got 
some very tough things she has to work through. I think the^re 
listening. I know they’re listening, and we need to look into it. 

Because I know if your husband was doing that spraying oper- 
ation, we had 44,000 Iraqis, and I don’t know how many thousand 
that he would have sprayed, and we’re talking about in a self-con- 
tained environment. 

There were tents that were put up in a long tunnel that had no 
opportunity for him to 

Mrs. Dulka. Breathe. 

Mr. Buyer [continuing]. To breathe. I mean, I was there. I saw 
it. 

Mrs. Dulka. Yes. I know. And they have denied this three times. 

Mr. Buyer. And thousands, I mean, he just hit them with the 
hose. 

Mrs. Dulka. Yes. Yes. 

Mr. Buyer. I don’t know what he took in and how long he did 
that. 

Mr. Shays. But not in the open space? 

Mr. Buyer. No. Self-contained, no windows, no nothing. 
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Mrs. Dulka. Enclosed tent with no masks, no protection whatso- 
ever. 

Mr. Buyer. I don’t know the causal link between that drug and 
pancreatic cancer 

Mrs. Dulka. Oh, I do. I’ve provided the VA with all that informa- 
tion, and they still deny the claim, and it’s not service related. 
They can’t expose people to cancer, known cancer-causing agents 
and then deny their claims and say, “Well, we exposed you to can- 
cer, but you didn’t get it here.” He was 37 years old. I’m sorry. 
That’s not acceptable. 

Mr. Shays. How long was he in the Persian Gulf? 

Mrs. Dulka. Four months. 

Mr. Buyer. I mean, that’s just one of the real strong challenges. 
It’s how do we get the causal link with sound science. And that’s 
why I said you’re doing your husband’s legacy an honor. 

And I t hink that while I don’t question Dr. Joseph and his sin- 
cerity, I do believe he is one that thinks all the answers can be 
made on medical knowledge that’s before us today. 

If that were true, then he shouldn’t be spelling millions of dollars 
on medical research. I believe more in the line of thinking that Dr. 
Murphy, that there are things out there that we don’t understand 
that we have to look at. 

I am very concerned, though, that the VA would say, “We’re just 
going to deny this one,” and then someday, hopefully, we’ll look at 
the science. 

And then we end up in another war, we do the same thing to our 
own soldiers. I mean, that’s what bothers me at the time. Thank 
you, Mr. Chairman. 

Mr. Shays. I thank the gentleman. Dr. Marcus, one of the chal- 
lenges that we have is that the latency period of cancer. However, 
in this case, with Joe Dulka, there appears to be a pretty quick re- 
lationship. 

How do we fit that in with all the data that the VA and DOD 
have to look at? 

Mr. Marcus. There are some ironies here. I do this work for EPA 
all the time. There are very few people who are expert in the areas 
of environmental chemicals and pesticides. 

Mr. Shays. Would it be fair to say that it would be more likely 
that the experts would be in EPA than in another government 
agency? 

Mr. Marcus. Well, there are two areas of expertise. I’m sur- 

E )rised you haven’t been talking to the chemical corps, who have a 
ot of answers to the questions you’ve asked. 

Mr. Shays. OK. 

Mr. Marcus. But FU specifically determine things about lindane. 
First of all, the situation as being described is that SSG Dulka was 
in a self-contained unit for which there was no fresh air, little cir- 
culation for hours of time in the heat. 

Now, lindane is not applied as 100 percent lindane. It is diluted 
almost 98 percent with various kinds of what they call petroleum 
distillates. Tliose have a carcinogenicity of their own. 

So there is no question that the levels at which he was exposed 
for the periods of time he was exposed are extremely high. I have 
not ever seen anything like that. 
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Normally, lindane in this country was called Kwell. It had been 
used on children in the form of shampoos to get rid of nits, so- 
called. 

So we have a situation in the Gulf in which they detailed the 
people there to literally go into an exposure chamber and expose 
themselves to far greater amounts than the Iraqis ever were, since 
they only got sprayed and then left. 

Mr. Shays. Let me ask you about the whole issue of latency pe- 
riod. Does it present an almost insurmountable problem? 

Mr. Marcus. I didn’t quite get that. 

Mr. Shays. The latency period. I will tell you something that 
just, kind of, rings in my ear and in my brain. I had some eye and 
throat doctors come and see me, and they said that 20 years after 
World War I the throat cancer rate went up like this. And again, 
it was a line that went just hke this 20 years after World War II. 

They called the culprit tobacco, which was given free to all our 
soldiers in both wars. The point is for 20 years everybody went 
along fine, and then 20 years later you had this high concentration. 

So the question I’m raising is is it conceivable that we have a sit- 
uation where the latency period is at a point where a lot of these 
soldiers may not see the effect for 5, 10, 15, 20 years? And if that’s 
the case, how do we deal with that? 

Mr. Marcus. Well, the answer to your question is yes. The expla- 
nation is much more difficult. The latency period varies with the 
chemical one talks about. 

Also, an even greater effect is the individual susceptibility. In 
several pieces of work done by a fine researcher in Turkey called 
Muzaffen Aksoy, he looked at people who were exposed identically 
to, in this case, it was benzene, and showed that members of one 
family died within 4 years of exposure, and the father of this fam- 
ily died of exactly the same kind of cancer but 16 years later, try- 
ing to illustrate the fact that there is individual susceptibility. 

There appears to be in the Gulf, judging by the graphs I created, 
a common exposure to a tremendous amount of chemicals, because 
if it were one chemical, you’d expect very similar kinds of cancer 
to be occurring in people maybe over some timeframe but not in 
the numbers we’re seeing in the different organ systems. 

So they were exposed to a variety of chemicals, and they were 
really, really whacked for some period exceeding 3 months. 

The only thing that occurred that’s like that is when they burned 
those oil wells, they set the fields on fire. The reason that’s signifi- 
cant is you cannot predict the chemicals that are produced when 
you do that. 

It varies with almost the barometric pressure so that you were 
producing things like carbon disulfide. Carbon disulfide requires 
carbon, sulphur and heat. 

It’s an extremely toxic chemical that’s widely used in commercial 
operations, a so-c^led commodity chemical. Three things occur dra- 
matically. 

One, and the first complaint is there is a personality change. Joe 
isn’t Joe anymore, and what’s more, he’s much more violent and 
difficult to control than before he was exposed. 
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Second, there is a significant increase in cardiovascular disease 
because carbon disulfide causes coronary arteries to look as if they 
have been just totally coated with atherosclerotic disease. 

The third thing that occurs is there are problems with vision, 
eyelids droop, and a lot of other kind of peripheral nervous system 
diseases. 

From what I can tell of the people I’ve spoken to, they all know 
somebody like that. What I was able to determine by people who 
have done autopsies is yes, they did have coronary artery disease. 

And the question I ask and never get a satisfactory response is 
but these were military men. They had to have undergone very vig- 
orous training. Any sort of coronary artery disease of this nature 
would have shown up, surely, quite early on. 

So they were not sheeted with coronary artery disease when they 
were exposed, and shortly afterwards they got it. 

Mr. Shays. Let me just ask you about one other area. The issue 
of low level exposure to chemicals versus high level, acute versus 
chronic and so on, am I losing my mind here? 

Are there any studies at all that show that low level exposure 
to certain chemicals can be harmful? I mean, is this just something 
that I’m absurd to even think of? 

Mr. Marcus. No. The International Agency for Research on Can- 
cer, which is a part of the World Health Organization called lARC, 
publishes monographs on chemicals that cause problems, mostly 
cancer problems. 

There is a mono^aph on pesticides, and organophosphate pes- 
ticides are not unlike war gases. The/re modeled on war gases. 
They’re just not as potent. 

And in that issue, they described, that is, the lARC — and that’s 
made up of people from all over the world, not just people in 
France or United States — ^they discussed Third World pesticide ap- 
plications, which would be pretty much what you’re talking about 
with the people in the Gulf who were exposed to low levels of, let’s 
call it. Sarin. 

What happens is well characterized. They get problems with pe- 
ripheral nervous disease. That’s the first one they complain about. 

Second, they have problems with their vision. They have head- 
aches. They have short-term memory loss. Their stomach and GI 
tract 

Mr. Shays. 'This is due to low level exposure? 

Mr. Marcus. Low level exposure. Oh, yes. We’re not talking 
about high level, low level exposing. 

Mr. Shays. What was your reaction when you heard the response 
of both the Department of Veterans Affairs and DOD talking about 
how they’re going to begin a study of the low level exposure? 

It sounds to me like you’re aware of studies that have already 
been done. 

Mr. Marcus. Certainly. There have been many studies done. I 
think Congressman Buyer’s remark 

Mr. Shays. I always call him Buyer. Am I wrong here? Is it 
Buyer or Buyer? I’d like to finally resolve this. 

Mr. Buyer. I think next time Fm on the McNeil-Lehrer show. I’ll 
take 30 seconds and explain to America it’s Buyer. It came from 
Alsace-Lorraine along the Rhine. It used to be 
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Mr. Shays. OK. I’m sorry I asked. I’m sorry. Because I got it 
wrong, too. Nobody was right. I thought I was going to win. I’m 
sorry, Dr. Marcus. That’s the first time I’ve laughed Si day today. 

Mr. Marcus. His observation that there should be studies done 
in peacetime and not when war comes to answer these questions 
is right on the mark. 

We have the Walter Reed Army Research facility, dramatically 
large, full of wonderfully trained and very hard working people 
who should be doing this. 

Mr. Shays. But the bottom line to your testimony which I find 
at least encoitraging is that there are people in this world, maybe 
environmentalists, who recognize that low level exposure to chemi- 
cals can cause serious illness. 

Mr. Marcus. Oh, yes. 

Mr. Shays. And the fact that it was not high level and you didn’t 
see acute, you might see chronic, and maybe we don’t have to re- 
invent the wheel, that we have places we can turn. Is that correct? 

Mr. Marcus. 'That’s correct. I’d like to explain why you’re right. 

Mr. Shays. I wish you had said it sooner. 

Mr. Buyer. He’ll give you all kinds of time for this one. 

Mr. Marcus. Many of the chemicals you ask about are very fat 
soluble. So when people breathe them or eat them or, in the case 
of some of the chemicals in the Gulf, they penetrate the skin, they 
leave the bloodstream and go into the fat, fat depots. 

You get in a situation in which a lot of material is built up in 
the fat. The fat has at least three different compartments. There 
is a very mobile compartment. There is one that’s not so mobile, 
and there is one that stays for a long period of time. 

When the exposure ends — ^the 3 ^ve left the Gulf. They come 
home — the materied that got into the fat begins to leak out. So 
there is a continuous exposure via the bloodstream to low levels of 
these materials over long, long periods of time even though the ini- 
tial exposure has gone. 

So therefore, the idea of saying that they were exposed 3 months 
and they’re finished with is not true. 

Mr. Shays. Well, I’m going to remember this part of your testi- 
mony in particular. 'The gentleman from Indiana. 

Mr. Buyer. That’s an easy way out. I don’t blame you. How you 
get Buyer out of Buyer, I want you to know that we had bureau- 
crats that couldn’t spell back when my family immigrated, I guess, 
to America. How you get DeBuyer and turn it into Buyer, we strug- 
gle with it. 

I think, though, Mr. Chairman, the testimony here really shows 
how the Gulf war illnesses are, in fact, multi-faceted. Some people 
looked at me like I was a little peculiar 3y2 years ago, but it shows 
that. 

When, in fact, you have a soldier that was involved in a delous- 
ing procedure, someone in the Air Force that is d 3 dng from a health 
related problem that was far, far away from you, from your hus- 
band, there is no causal link between the two. 

You’ve got soldiers that were fuel handlers, someone that was 
handling the issues of depleted uranium and the rounds that went 
into tanks and all kinds of things. 
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You’ve got spray paint operations at the port. You’ve got the 
issue of the cocktail mix of inoculations. You’ve got the issue of in- 
secticide, pesticides, the DEBT, the spray-downs of the tents that 
they did, the issue of kerosene heaters that were used in the tents 
at night because it was cold in the desert. 

And in those kerosene heaters, we use lead-based fuel in the 
tents. So now we’re also breathing that. It just shows that the Gulf 
war illnesses is, in fact, multi-faceted. 

We’re not going to find a sole-source cause. It’s very challenging 
for Gulf war veterans and their families out there. 

I don’t question the sincerity of some within the medical institu- 
tions at the VA or, in fact, that are in the military delivery system. 
There, in fact, are some institutional problems within health. 

There was some laughter out there when I said, “Well, do I have 
to get Ross Perot to fund this one?” Mr. Perot is more than willing 
to fund medical research because it’s outside the norm of institu- 
tional procedures. 

And then, in fact, when they prove something, then, if necessary, 
if we have to back-fund it with government research, we’re going 
to do that. 

But we’re going to push the envelope of science, and I appreciate 
your testimony today. I applaud the chairman for having this over- 
sight hearing. It’s extremely important not only to the veterans but 
also to the medical community because they also like the prod 
every once in a while because they understand what they have to 
deal with within the bxireaucracies of government, which is a ter- 
rible beast sometimes. 

Ma’am, I applaud you and thank you for your testimony. 'Thank 
you, sir. 

Mr. Marcus. I have one question to ask you. The National Insti- 
tutes of Health have a system for gaining medical records, which 
they keep. Why are we doing that again? Why are the people in 
the VA and the Department of Defense reinventing medical 
records, how to get them to computers, how to get them out of com- 
puters and how to use them once they’re in the computers and 
what data you need? 

They’ve spent a fortune over there at NIH doing it. They’ve got 
it operational. There is no research required. You probably may 
have to add a few unusual records that they don’t normally keep, 
but why are they doing it all over again? I don’t understand that. 

Second, it woidd appear that you need somebody with a tremen- 
dous amount of knowledge about medical records, about medical 
fraud and how to keep that from occurring. 

You need somebody who is a certified fraud examiner with a 
medical degree who probably works for an Inspector General at the 
NIH, somebody like that who hasn’t got an axe to grind, doesn’t 
know anybody at the VA, doesn’t know anybody at DOD, just give 
them the job and teU them to do it. 

You’ve got a real problem with people maintaining their turf. I’m 
a long-time biueaucrat. Fve been in the government 22 years, but 
my problem with my agency is I teU them what I think. Because 
I’m a toxicologist, they Sways think that they have to shoot me be- 
cause the news is bad. 
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In this case, you’ve got a similar problem. Anybody who is going 
to come forward with the data that you want, that is going to tell 
you something you need to know they will shoot, and you’ve got to 
find some way to keep that from happening, otherwise, you’ll never 
be able to perform your oversight functions in the way that you 
would like. 

Mr. Shays. Thank you. Dr. Marcus. Mrs. Joseph Dulka, do you 
have anything you’d like to say? 

Mrs. Dulka. I’ve covered it all. 

Mr. Shays. You did. You did it wonderfully, and you did it suc- 
cinctly, and God bless you, and thank you both for coming. 

The record will remain open for 3 legislative days. Thank you all 
for coming. 

[Whereupon, at 5:18 p.m., the subcommittee was adjourned.] 

[The following attachments can be found in subcommittee files:] 

Attachments 

1. 6/11/96 letter from the Subcommittee to VA Secretary Brown and DOD Sec- 
retanr Perry requesting information on an RFP for weather mapping awarded to 
SAIC^ 

2. 4/19/96 letter from the Subcommittee to VA Secretary Brown requesting tumors 
data. 

3. 5/30/96 letter (rom VA Secretary Brown responding to tumors data request. 

4. Tumor data supplied by the VA in Response to the Subcommittee request. 

5. 6/11/96 and 6/17/96 additional data supplied by VA as per the Subcommittee’s 
request. 



STATUS OF EFFORTS TO mENTIFY PERSIAN 
GULF WAR SYNDROME, PART IV 


THURSDAY, SEPTEMBER 19, 1996 

House of Representatives, 

Subcommittee on Human Resources and 

Intergovernmental Relations, 
Committee on Government Reform and Oversight, 

Washington, DC. 

The subcommittee met, pursuant to notice, at 10:12 a.m., in room 
2247, Rayburn House Office Building, Hon. Christopher Shays 
(chairman of the subcommittee) presiding. 

Present: Representatives Shays, Morelia, Davis, Towns, Sanders, 
Green and Fattah. 

Staff present: Lawrence J. Halloran, staff director and counsel; 
Anne Marie Finlw and Robert Newman, professional staff mem- 
bers; Thomas M. Costa, clerk; Cheryl Phelps, minority professional 
staff; and Jean Gosa, minority staff assistant. 

Mr. Shays. I would like to call this hearing to order and ac- 
knowledge the presence of a quorum and our ranking member. 

This is our fourth hearing on the illnesses being suffered by vet- 
erans of the Persian Gulf war. Since last March, when we began 
our oversight of the diagnosis and treatment of CJulf war veterans 
by the Department of Veterans Affairs, VA, we have learned much 
about the mysterious, often debilitating, maladies known as the 
Gulf war syndrome. 

What have we learned? 

We learned there is not one cause and not one illness. 

We learned many sick veterans are being told “it is all in your 
head” by VA doctors, while logical, even obvious, theories of toxi- 
cological causation are discounted because the official Department 
of Defense, DOD, and Central Intelligence Agency, CIA, conclusions 
deny U.S. troops were exposed to any such toxins. 

We learned United States troops detonated Iraqi chemical muni- 
tions stored in bunkers at Khamisiyah. As a result, it should now 
be presumed, according to the staff of the Presidential Advisory 
Committee on Persian Gulf War Veterans’ Illnesses, that all U.S. 
troops within 25 kilometers of that area were exposed to chemical 
warfare agents. 

Just yesterday, we learned DOD raised the number of troops po- 
tentially exposed at Khamisiyah to 5,000, based on information 
that more chemical weapons were destroyed in a pit area within 
the huge bunker complex. This is in addition to the several tons 
of chemical weapons agents cooked off and rained down on U.S. 
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troops during the course of a number of days when bunker 73 was 
detonated. 

We also learned that the DOD’s Persian Gulf War Veterans’ Ill- 
ness Investigation Team considers two chemical agent detections 
by Czech units during the first week of the air war credible. They 
conclude five other reported detonations of chemical nerve agents 
cannot be discounted. Apparently, they were trjdng. 

Two weeks ago, we learned that the investigative staff of the 
Presidential Advisory Committee finds the Pentagon’s denial as in- 
credible as veterans have found them for 5 years. 

On September 5, James 'Turner, the committee’s chief investiga- 
tor, testified: “To fulfill the government’s obligation to tell the truth 
about chemical warfare agent exposures to veterans and the Amer- 
ican public, DOD’s investigations must be timely, thorough, inde- 
pendent, credible and public. 'This means devoting adequate re- 
sources, targeting investigative efforts appropriate, developing ob- 
jective standards for evaluating possible low level exposures, and 
informing veterans and the American people of the results of the 
investigation.” 

In each of these areas, the Advisory Committee staff found 
DOD’s efforts “short of the mark” and concluded: “Since the first 
concerns were raised about possible chemical warfare agent expo- 
sures, the Department of Defense’s official position has remained 
essentially unchanged. That can be . . . summarized in three 
no[e]s. There was no use, there were no exposures and there was 
no presence. The inflexible reassertion of this position in the face 
of Rowing evidence that there were possible low level exposures, 
there were chemical weapons in the Kuwaiti theater of operations, 
and there were releases has served to gravely undermine the credi- 
bility of the Department of Defense’s internal investigations.” 

This is a power indictment. It should cause all of us, particularly 
those in the VA charged to care for sick veterans, to reexamine any 
factual conclusions or treatment policies based on the Defense De- 
partment’s version of what chemical exposures took place in the 
Gulf. 

Finedly, at our last hearing we learned that even when forced to 
concede U.S. troops were exposed to low levels of chemicad agents 
amd other toxins, DOD and VA officials still deny these exposures 
have auiy causail relationship to the symptoms of immunological 
and neurological damage being presented by Gulf war veterans. 

Dr. Stephen Joseph, Assistant DOD Secretary for Health Affairs, 
told this subcommittee, “Chronic symptoms or physical manifesta- 
tions do not later develop aunong persons exposed to low levels of 
chemical nerve agents who did not first exhibit acute symptoms of 
toxicity.” 

It is that proposition we will examine in detail today, for it now 
constitutes the Pentagon’s last line of defense, the last barricade 
against the truth of chemical exposures and their lingering effects 
on Gulf war veterans. 

Unfortunately, today, we will not have the benefit of testimony 
from the Depairtment of Defense. After initially indicating a will- 
ingness to provide a witness, the Department declined our invita- 
tion, citing the unavailability of anyone capable of commenting on 
these issues. From my view, this tells me the coverup continues. 
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The Presidential Advisory Committee also respectfully declined 
our invitation to appear today, but offered to testify after the staff 
findings are adopt^ by the full Advisory Committee and their final 
report is complete. 

Nevertheless, we are very forttmate to have expert witnesses be- 
fore us today. Each is an expert who, on the strength of hard per- 
sonal experience, professional training, or both, will help us find 
the truth about the effects of chemical exposures on the health of 
Gulf war veterans. 

Our first panel, consisting of Gulf war veterans and their 
spouses, will describe those effects in very personal terms. They 
will also describe the toxic exposiues so long denied, but now pre- 
sumed, at least by the Presidential Advisory Committee staff, to 
have occurred. 

Witnesses from the CIA, VA and the Environmental Protection 
Agency have been asked to discuss what we have learned about the 
probability and the effects of exposures to low level chemical toxins 
in the desert battlefields. 

Our final panels will describe their work as investigators, clini- 
cians and researchers to determine the causal mechanism connect- 
ing chemical exposures and the myriad of symptoms and illnesses 
experienced by Gulf war veterans. 

We welcome all oiu* witnesses and we appreciate their help in 
our ongoing inquiry. You can be sure this subcommittee, you can 
be absolutdy sure, this subcommittee will pursue these issues until 
the denials and coverup give way to aU the honest answers veter- 
ans obviously deserve. 

And now I would like to call on my colleague, Mr. Towns, the 
ranking member, and a full partner in this process. 

Mr. Towns. Thank you very much, Mr. Chairman. 

Let me begin by thanking you for holding this hearing. Our pur- 
pose today is to determine whether U.S. forces on the groimd dur- 
ing the Persian Gulf war were exposed to low levels of chemical 
agents which later manifested as chronic illnesses or symptoms. 

This an important and emotional issue, particularly for the Gulf 
war veterans and their families strugglii^ with imexplained ill- 
nesses, illnesses which may be the result of service to their coun- 
try. 

These men and women deserve timely, thorough and conclusive 
answers. We may not yet have those answers, but we should have 
the conviction to find &em and the loyalty to support our veterans 
until we succeed. 

For the past 5 years, the Department of Defense has publicly de- 
nied that U.S. troops were exposed to any chemical or biological 
warfare agents in the Persian Gulf. The Department of Defense 
has declined to appear today because their findings on additional 
chemical detections and fallouts are still incomplete. I understand 
their rationale, but I strongly disapprove of their apparent failure 
to expedite. 

DOD’s absence before this subcommittee may exacerbate the per- 
ception that they are withholding vital information. I look forward 
to seeing the outcome of the agencfys efforts in this area. 

We must be careful not to aihitrarily link DOD’s acknowledg- 
ment of chemical detections and the probability that U.S. troops 
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were exposed to chemical warfare agents at low concentrations to 
the chronic health problems suffered by some Gulf war veterans. 

Mr. Chairman, as of yet, the link cannot be scientifically or medi- 
cally established. Nevertheless, these men and women are sick. 
There must be a cause and we need to find answers. 

For the sake of our Gulf veterans as well as our current military 
objectives in the region, the emotional impact of this subject should 
not be underestimated, nor should it be exploited. Therefore, I hope 
that in our search for answers we are both reasonable and also re- 
sponsible. 

Toward this end, I welcome the views of all of today’s witnesses 
and thank them for the time and the energy and their hard work 
in preparing for this hearing. I especially thank our veterans, both 
for their presence before the subcommittee and for their sacrifice 
that they have made to this country. 

Speaking as an ROTC person, speaking as a veteran, and speak- 
ing as a legislator, I assure you that I am committed to resolving 
this matter. 

Mr. Chairman, thank you again for holding this hearing and I 
yield back the balance of my time. 

[The prepared statement of Hon. Edolphus Towns follows:] 

Prepared Statement of Hon. Edolphus Towns, a Representative in Congress 
From the State of New York 

Mr. Chairman, our purpose today is to determine whether U.S. forces on the 
groimd during the Persian Gulf war were exposed to low levels of chemical agents 
which later manifested as chronic illnesses or symptoms. 

This is an important and emotional issue, particularly for our Gulf war veterans 
and their families struggling with unexplained illnesses — illnesses which may be the 
result of service to their country. 

These men and women deserve timely, thorough, and conclusive answers. We may 
not yet have those answers — but we should have the conviction to find them, and 
the loyalty to support our veterans until we succeed. 

For the past five years, the Department of Defense has publicly denied that U.S. 
troops were exposed to any chemical or biological warfare agents in the Persian 
Gull. We know now that troops may have been exposed to low concentrations of 
chemical agents when the 37th engineering battalion detonated Iraqi chemical 
weapons storage bunker 73 at Khamisiyah; and also as a result of coalition bombing 
of Iraqi chemical plants. 

But this is all we do know. We do not know for certain that low level chemical 
or biological exposures actually occurred, or that such exposures produce chronic 
disease or symptoms of any kind. We don’t even know the extent of potential expo- 
sures. 

The Department of Defense has declined to appestr today because their findings 
on additional chemical detections and fallouts are still incomplete. I understand 
their rationale, but I strongly disapprove of their apparent failure to expedite. 
DOD’s absence before this subcommittee may exacerbate the perception that they 
are withholding vital information. I look forward to seeing the outcomes of the agen- 
cy’s efforts in tiiis area. 

We must be careful not to arbitrarily link DOD’s acknowledgment of chemical de- 
tections and the probability that U.S. troops were exposed to chemical warfare 
agents at low concentrations, to the chronic health problems suffered by some Gulf 
war veterans. Mr. Chairman, as of yet, this link cannot be scientifically or medically 
established. Nevertheless, these men and women are sick. There must be a cause. 

For the sake of om- Gulf veterans as well as oim current military objectives in the 
region, the emotional impact of this subject should not be underestimated, nor 
should it be exploited. 'Therefore, I hope that in our search for answers we are both 
reasonable and responsible. 

Toward this end, I welcome the views of all of todays witnesses, and thank them 
for their time and their hard work in preparing for this hearing. I especially thank 
our veterans, both for their presence before the subcommittee, and for their sacrifice 
to our country. 
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Speaking as a veteran as well as a l^islator, I assure you that I am committed 
to resolving this matter. 

Mr. Shays. I thank the gentleman. 

Before calling on Mr. Davis, I would like to get some house- 
keeping out of the way and ask unanimous consent that all mem- 
bers of the subcommittee be permitted to place any opening state- 
ments in the record and that the record remain open for 3 days for 
that purpose. Without objection, so ordered. 

I also ask imanimous consent that our witnesses be permitted to 
include their written statements in the record. Without objection, 
so ordered. 

I would at this time call on Mr. Davis. 

Mr. Davis. I will be brief, Mr. Chairman. I just want to thank 
you and Mr. Towns for continuing to pursue this matter. I am also 
pleased to be joined by Mr. Upton, who was here for our last round 
of hearings. He has taken a great interest in this. And Mr. Buyer, 
who is a Gulf war veteran. I appreciate their activities, as well as 
Mr. Sanders, who is sitting here as well. 

This is really a bipartisan effort to get to the truth about the 
causes of the unexplained illnesses, really a statistically significant 
number of tmexplained illnesses, that have resulted from our sol- 
diers fighting over in the Gulf war. 

The aim of this hearing today is full disclosure and straight an- 
swers, something we have not seemed to be getting by itself coming 
out of the Pentagon. 

The men and women who served our country, who put their lives 
on the line, risked their lives for our country, deserve no less than 
to get full disclosure, straight answers and the facts. They fought 
for freedom, they defended our free society, they are entitled to the 
benefits of that, which is the truth of what happened. 

I just congratulate this committee in moving ahead and getting 
more facts on the table and I think eventually of getting some reso- 
lution to this matter and I once again congratulate you, Chairman 
Shays and Mr. Towns, for continuing to hold these in the fight for 
truth. 

Mr. Shays. I thank the gentleman. 

Mr. Sanders. 

Mr. Sanders. Thank you very much, Mr. Chairman. I also want 
to praise you for your persistence in this very important issue. 

It seems to me we are talking about two important issues. No. 
1 is the obligation of the U.S. Congress and the Government to do 
everything that we can to underst^d what Persian Gulf syndrome 
is. If we have 50,000 people who are hurting who fought in the Per- 
sian Gulf, we have an obligation to try to understand the causation 
of those problems. But the second issue, I think equally important 
and I want to touch upon that in a moment, is to really understand 
what the Defense Department has been doing in terms of not being 
forthright with the truth. 

As you know, I have requested of you, and I know this is a dif- 
ficult time because Congress is going to be adjourning shortly, but 
I would hope, Mr. Chairman, that no matter which party is in con- 
trol of Congress next year that we continue this pursuit and that, 
in addition to trying to get at the root cause of the Persian Gulf 
syndrome, we hold the Defense Department accountable and we 
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hold those officials accountable who have not been telling the peo- 
ple of this country the truth. 

There is an enormous amount of paranoia that goes on in Amer- 
ica about all — ^you know, we heard recently for example, some peo- 
ple are thinking that the Air Force blew up the TWA plane. Some 
of you may have heard that. Paranoia like that exists, it seems to 
me, when the government is not forthcoming and honest about 
what is going on, and we need to get to the root of this. 

We must investigate why the information about possible U.S. 
troop exposure to nerve gas and chemical weapons known since 
1991 was not made public and was not incorporated into the stud- 
ies about Persian Gulf war syndrome. We must find out who is re- 
sponsible for this very serious dereliction of duty and hold those 
people accountable. This cannot go on and on. 

The story has unfolded slowly, but it is becoming clearer that the 
Department of Defense inadequately investigated and released evi- 
dence of possible exposure to the veterans and their health care 
specialists. 

This abominable behavior that has significantly contributed to 
the veterans’ suffering by uimecessarily questioning their com- 
plaints and perhaps even exacerbating their injuries by contribut- 
ing to delayed or inaccurate diagnoses and treatments. 

In other words, we are not specialists up here, we are not physi- 
cians, but if people were exposed to nerve gas, certainly our medi- 
cal researchers would like to know that so that they could under- 
stand that problem with other problems. So we have not been fair 
to the medical researchers who are trying to get to the root cause 
of Persian Gulf syndrome. We cannot permit this kind of behavior 
by the country that these very troops risked their lives to protect. 

Since 1991, DOD denied the possibility of Gulf war troop expo- 
sure to chemical and biological weapons until June 21 of this year 
and DOD still casts doubts on claims that these exposures may 
have contributed to the chronic symptoms that our Gulf war veter- 
ans are experiencing. 

Several weeks ago, the chief investigator of the Presidential Ad- 
visory Committee reported that up to 1,100 United States troops 
were exposed to the deadly nerve gas Sarin when they blew up an 
Iraqi ammunition depot shortly after the Gulf war and that the 
Pentagon’s investigation into tWs exposure has been “superficial.” 
He recommends that an independent body continue the investiga- 
tion rather than the Pentagon. 

Given the fact that some 50,000 soldiers who served in the Per- 
sian Gulf have complained of various ailments associated with that 
war, it is totally unacceptable that for 5 years the Pentagon denied 
that they had any evidence that American troops were exposed to 
Iraqi chemical weapons and nerve gas which United States troops 
destroyed. 

Once again, Mr. Chairman, I know that we are ending this ses- 
sion very shortly, but my sincere hope is that in a nonpartisem way 
we will continue this investigation and this work when Congress 
reconvenes. 

Thank you very much for your hard work on this. 
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Mr. Shays. I thank the gentleman. I am absolutely certain that 
whoever is in charge of this committee will continue these hear- 
ings. 

Mr. Green. 

Mr. Green. Thank you, Mr. Chairman. I will submit a prepared 
statement. 

I just want to thank you again, like a lot of Members, for draw- 
ing attention to this problem. We all have constituents who have 
expressed a concern and I am glad the Department of Defense on 
June 21 of this year acknowledged there was a problem. But, 
again, like my colleagues, 5 years is way too long. 

We experienced this with Vietnam veterans and there is no rea- 
son why we should have waited this long to do this and I am just 
glad that our committee is continuing the effort. And I would hope 
that when Congress leaves this month or early next month that we 
will continue these hearings but that also the need for them will 
not be as traumatic as they have been this last year because the 
DOD and the folks in charge will be actually doing the job that we 
expect them to do. 

Thank you, and I look forward to the witnesses today. 

[The prepared statement of Hon. Gene Green follows:] 

Prepared Statement of Hon. Gene Green, a Representative in Congress 
From the State of Texas 

Thank you, Mr. Chairman. I appreciate your continual interest in this issue be- 
cause the men and women who served in the Gulf War as well as the families de- 
serve to find out exactly what they were exposed to over there. With the admission 
this summer that our troops were exposed to low-level chemical gases, we enter a 
new phase of investigating the health problems our troops have been suffering. 

We must find out whether low-level exposure to chemical gases could have, in 
fact, led to the kinds of symptoms that we are seeing in many of our veterans. It 
is also troubling that the Department of Defense now has to retract statements 
made earlier that there was no proof of chemical exposure. 

While the Defense Department will not be joining us today, I am pleased that the 
Veterans Administration will be with us. With this in mind, I look forward to the 
testimony of today’s witnesses. 

Mr. Shays. I thank the gentleman. And with the committee’s in- 
dulgence and, franMy, gratitude, I would like to point out that we 
will be calling on Mr. Upton to introduce_one of the witnesses after 
the witnesses are sworn in, but I particularly want to recognize 
him and invite him to make a statement — ^Mr. Buyer, who is a Per- 
sian Gulf veteran, who took a lead role on this issue before this 
committee ever got into this issue, who knows this issue better 
than any of us, both from personal experience and from the work 
he has done, and we hope that you will be able to stay for some 
or all of the hearing, but we really welcome you and invite you to 
make a statement. 

STATEMENT OF HON. STEVE BUYER, A REPRESENTATIVE IN 
CONGRESS FROM THE STATE OF INDIANA 

Mr. Buyer. Thank you, Mr. Chairman. I have two other hearings 
going on and a markup, so I wanted to stop by, I wanted to stop 
by to thank you and to congratulate you. The Veterans Affairs 
Committee and the National Security Committee will not be able 
to do any followup hearings on what is going on, so the timeliness 
of your ongoing pursuit and inquiry, I stopped by to congratulate 
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you, Mr. Towns and Chairman Shays and other members of the 
committee, for taking an interest in this. 

I have to also congratulate my good friend Joe Kennedy for all 
his work that he has also done. There have been several of us who 
have worked on the Veterans Affairs Committee on the issue, so it 
is not just me, Mr. Chairman. 

One of the things I brought up, though, with Stephen Joseph, Dr. 
Joseph, just the other day in the Personnel Committee, how upset 
many of us are here in Congress 

Mr. Shays. This is the Assistant Secretary 

Mr. Buyer. Assistant Secretary for Health Affairs in the Depart- 
ment of Defense. How upset many of us are here in the Congress 
and the American people when for so long in direct answers to 
questions no chemical weapons in the theater of operations. That 
has been pretty much their standard line. And we will, the Na- 
tional Security Committee, we will jump in in this very soon when 
we come back in the 105th session, but I was going through some 
things here today, so with your indulgence, I want to share with 
the committee real quick something here. 

This is by Secretary Deutch. Now, reflecting on individuals who 
have given testimony before us have said no chemical weapons, so 
this goes right to Mr. Sanders, what you were talking about. It 
came from Secretary Aspin at the time, it came from Dr. Perry, Dr. 
Ed Dorn, Dr. Stephen Joseph and John Deutch, who is now Direc- 
tor of the CIA. These are high level individuals of whom we must 
rely great trust upon. 

In the last hearing, Mr. Chairman, you had a very good panel 
discussion about the explosions that occurred here. But, you know, 
these detections around the 17th and the 19th by the Czecho- 
slovakians that the Department of Defense conducted these discus- 
sions by saying, well, they tried to discredit those detections by 
sa}dng, well, we had thousands of detectors out there, sure, we had 
some positive alarms but there was nothing really massive here. 

And I am going to read something real quick. Secretary 
Deutch 

Mr. Shays. I wonder if the gentleman could read into the mic, 
just for the transcriber, it would help. 

Mr. Buyer. Secretary Deutch, real quick, and then I will let the 
panel, but to open up today, it is really important. 

Secretary Deutch, and this was on November 10, 1993, OK? And 
this was in response to the Czechoslovakians’ detections. Secretary 
Deutch, the question was asked of him, what about the attack on 
the chemical weapons depot in the area of operations? This was 
back in 1993. Under Secretary Deutch, his answer, “I have another 
picture I can show you of the attacks which took place during this 
time period. All the air attacks are hundreds of miles to the north. 
Here are all known air attacks in that region. They are very far 
north. The attacks are hundreds of miles north. If you had a big 
chemical release at one of these air attacks, there would have been 
a large cloud with high concentrations reaching down into Saudi 
Arabia. There would have been, undoubtedly been detections. Dur- 
ing the war and after the war, there was a thorough search of all 
of the area and no place south of Bosera was there any location of 
chemicals of any type in that region.” 
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Well, now we know that that is not factual. 

Let me just share and enlighten everyone that is here, as I tried 
to share at the last hearing. This right here is at the tri-border 
mark. This was large concentration of American forces as we all 
lined up with coalition forces. Right here, the Czechoslovakian de- 
tections were only a few miles from where I was located and thou- 
sands of Americans. The oil fires at the time were over here in Ku- 
wait, in this part of the area. The Department of Defense contends 
that they were not worried about when we blew up the chemical 
munitions plant in An Nasirryah and we blew up other facilities 
because the winds blow toward Iran. 

Well, if the winds blow toward Iran, if I am located here and the 
oil fires are here, why am I in total darkness? Why was I in total 
darkness? 

It was at noon and, Mr. Sanders, I could not see you. 

Mr. Shays. How far away were you from the oil fields? 

Mr. Buyer. I was probably — that would probably be a distance 
of 50 miles. In the opposite direction. Now, how could I be in total 
darkness if they say the winds blow that way? It is because the 
winds in that part of the area, they swirl. 

So I all I want to do is provide an opening, to alert you about 
low level concentration. And your opening comment, Mr. Chairman, 
about being multifaceted, and I just want to caution my colleagues 
on this because I have dealt with this issue for the last 4 years. 
Please do not permit the glitz and the glamour of the headlines of 
chemical weapons to overtake that the Gulf war illnesses are 
multifaceted, so that we have soldiers that were in Riyadh and 
Dhahran, we have sailors in the Gulf that also have other prob- 
lems, so in our pursuits of our medical science, it is with cocktail 
mixes of inoculations, depleted uranium rounds, airborne vectors 
that lay in the desert for a long time. 

But I think what you are doing here, Mr. Chairman, in this com- 
mittee is highly admirable. A lot of our laws out there on environ- 
mental compliance, OSHA standards, deal with low level in indus- 
trial places. So for the Department of Defense to tell this commit- 
tee that low level concentrations, do not worry about it, I think 
what you are doing is the right thing and that is why I am here. 

Thjuik you, Mr. Chairman. 

Mr. Shays. I thank you very much. 

We are going to have a vote shortly; actually, we have a vote 
now. I am going to ask the witnesses to stand, I will call on them, 
and then I am going to ask Mr. Upton to make an introductory re- 
mark and then we go for the vote and come back and take testi- 
mony from the witnesses. 

With that, I would welcome Brian Martin, a Persian Gulf war 
veteran; Barry Kapplan, also a Persian Gulf war veteran; Nancy 
Kapplan, registered nurse, not in the Persian Gulf, correct? Nick 
Roberts, a Persian Gulf war veteran; and Denise Nichols, a Persian 
Gulf war veteran. Kimberly is accompanying her husband, but will 
not be testifying. 

If we were to call on you, it would be helpful to have your testi- 
mony, so actually, if you wanted to just add emphasis to something 
your husband said, so I am going to actually ask if you would be 
sworn in, if you want to reply. 
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[Witnesses sworn.] 

Mr. Shays. For the record, all of our witnesses have responded 
in the affirmative. 

With that, Mr. Upton, I invite our witnesses to sit down and that 
should make me feel like I am in the Army, I can order you around 
here. 

Mr. Upton, why do you not make your comments and then we 
will get to our vote? 

STATEMENT OF HON. FRED UPTON, A REPRESENTATIVE IN 
CONGRESS FROM THE STATE OF MICHIGAN 

Mr. Upton. Well, thank you, Mr. Chairman. I would ask unani- 
mous consent that an opening statement of introduction be put into 
the record, if I could. 

Mr. Shays. Without objection, that will happen. 

[The prepared statement of Hon. Fred Upton follows:] 

Prepared Statement of Hon. Fred Upton, a Representative in Congress From 

THE State of Michigan 

Mr. Chairman; Thank you for holding the hearing today on the role of low level 
chemical exposures in causing illnesses among Persian Gulf war veterans. Although 
I’m not a member of the committee. I’m pleased to join you and hear from some 
of our veterans who have been suffering for the last 5 years. I’m also looking for- 
ward to the testimony from health experts who have studied this issue. 

I want to commend you for taking the lead in Congress on holding hearings on 
Gulf war ssmdrome. As you may recall, I was able to join you in March diudng your 
last gathering and had the opportunity to welcome a constituent of mine, Brian 
Martin. I’m pleased to once again welcome Brian to the subcommittee today. 

Brian Martin first approached me about 4 years ago with the health problems 
which began after his service in the Gulf. My office was successful in finding copies 
of his mmUuy records so he could get medical treatment. But we did not close the 
case with Brian; in fact, that was just the bemnning. Little did I know that over 
4 years later, we would be struggling to get information from our own Department 
of Defense and stiU asking far too many questions about what happened to Brian 
and thousands of U.S. troops who served in the Gulf with honor and dedication. 

In the 6 months since your last hearing, Mr. Chairman, some information has 
been disclosed regarding chemical detections in Iraq during the Gulf war and the 
exposure of our froops to these chemical agents. Why this took 5 years to get re- 
leased is a question I keep asking. How many veterans could have been treated in 
the last 5 years if we knew 2 ill the facts we know now. 

The conduct of the Defense Department in this area is very troubling. We need 
full disclosure and straight answers but this is easier said than done. I must note 
that it is not only Congress which is critical of the Department. Investigators for 
a Presidential Advisory Commission said the Pentagon’s credibility had been “grave- 
ly undermined” by its investigation into whether U.S. troops were subjected to 
chemical agents during the Gulf WEir. 

Mr. Chairman, the simple request of the men and women who served in the Gulf 
war is for their own government to give them all the information it has on the use 
or exposure to chemical weapons. They keep hearing that all the data has been re- 
leased. 

They may have seen the CIA Director, John Deutch, saying he knows of no “offen- 
sive” or “widespread” use of chemiceil weapons. Well, I would remark that for those 
veterans who may have been subjected to a “limited” attack, we need to have that 
type of report made public. 

We also need to examine whether American troops received inadequate equipment 
such as ill-fitting masks or chemical detectors which issued so many false alarms 
that many soldiers did not pay any attention to them. 

The road to hell is paved with good intentions and I must say, sadly, that many 
of our Gulf war vets have been suffering in hell for the past 5 years. I hope we can 
see some progress over the next few months and put an end to the stonewalling. 
Today’s hearing should help put us on the right path. 

Thank you. 
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Mr. Upton. I would like to just make a few comments. 

Probably of any veteran that I know I would have to say that 
Brian Martin has pursued this to the nth degree. He has been a 
friend, he has been my constituent, and he has been unfailing in 
his quest to find the answers to this question. 

I regret the Department of Defense is not here today. Driving 
across the bridge coming in to work on WTOP, I heard on the news 
that they were admitting the fact that 4 or 5,000 Americans had 
been exposed to something that was different from the testimony 
in earlier months and years. 

Mr. Shays. If I could correct the gentleman, it is 5,000 additional 
veterans exposed. 

Mr. Upton. Maybe the stonewalling is finally over. I used to 
work downtown for President Reagan. I would often go to lunch at 
that little park across the street, Lafayette Park, and the state- 
ment by Abraham Lincoln on the VA Department was always a 
telling one, that the VA is supposed to take care of the veteran, his 
widow, his orphan. They have not done a very good job. 

Today we know a very sad chapter about POWs that were left 
in both Vietnam as well as hundreds and hundreds perhaps in 
North Korea. The question that I have to ask is where were those 
committee chairmen in this Congress back in the 1950’s, 1960’s, 
1970’s and 1980’s who certainly had the capability but did not have 
the wherewithal to look into that sad chapter into the sins that 
were committed against the folks that served so admirably in our 
armed forces. 

And I just have great praise for you and this committee for your 
work over this past session and into the next session, too, to try 
and come up with the answers and help those that did serve and 
that we stop putting this under the rug and find the answers to 
help those that really need that help. 

Thank you. 

Mr. Shays. Thank the gentleman. 

We will be at recess. We will vote and return and then take testi- 
mony. Sorry to keep you all waiting. 

[Recess.] 

Mr. Shays. I would like to call this hearing to order and to sug- 
gest that we will literally go down the table and we will start with 
you, Mr. Martin. 

STATEMENTS OF BRIAN MARTIN, PERSIAN GULF WAR VET- 
ERAN, ACCOMPANIED BY WIFE KIMBERLY, NILES, MI; BARRY 

KAPPLAN, PERSIAN GULF WAR VETERAN, SOUTHINGTON, 

CT; NANCY KAPPLAN, REGISTERED NURSE, SOUTHINGTON, 

CT; NICK ROBERTS, PERSIAN GULF WAR VETERAN, PORT ST. 

JOE BEACH, FL; DENISE NICHOLS, PERSIAN GULF WAR VET- 
ERAN AND REGISTERED NURSE, WHEAT RIDGE, CO 

Mr. Martin. Thank you, Mr. Chairman, and honorable commit- 
tee members, for asking me to testify before you again today. I 
would also like to thank Congressman Upton for his continuous 
support and leadership, not only for the veterans of his district, but 
for the veterans across this country. 

As you know, my name is Brian Martin. I am 33 years old. I am 
a husband, a father of two, and a Gulf war veteran. I am also a 



320 


former member of the 37th Engineer Battalion, whose last mission 
of the 1991 war was to detonate and destroy an Iraqi ammunition 
depot called Khamisiyah — ^Tall A1 Lahm to most of us — was where 
the huge ammunitions supply point was located in Iraq. There 
were 100 bunkers inside ^amisiyah and 43 warehouses located 
outside the depot’s perimeter fence. 

When our unit received the mission to move into Tall A1 Lahm, 
our battalion commander separated the combat essentials and non- 
essentials for this mission. He sent the nonessentials back to 
Rha^a, Saudi Arabia, while the rest of us moved northeast to 
Khamisiyah. About 150 soldiers were used for this mission. 

On March 4, 1991, we entered the depot area, placing C-4 and 
Russian C-3 explosives in and around 33 bunkers. We set time 
charges for detonation and then moved south 3 miles to what we 
considered a safe zone as we waited for the anticipated explosions. 

From 3 miles away, we casually moved around taking pictures, 
recording videos and writing home. At no time whatsoever did we 
fear or have reason to fear chemical exposure. We were told by the 
18th Airborne Corps that there were no chemicals in the area. No 
one in the 37th were chemical experts. 

Seven minutes later, the destruction of Khamisiyah began. Get- 
ting excited as one could get, witnessing these awesome explosions 
was a remarkable sight. The explosions blew straight into the air 
and then would spread at the top. Many of us joked that this would 
be the closest thing to a nuclear mushroom cloud that we would 
see or ever hope to see. But our excitement quickly turned to fear 
when cook-offs from the explosion began showering down on us. 

Several missiles landed xmdemeath our trucks, spinning and 
taking off until blowing up. Men were running everywhere for 
cover. Hiding behind our vehicles for safety, we felt all hell had 
broken loose. 

With the dangers of being killed by the cook-offs and the obvious 
gjant clouds that were covering us, our battalion XO decided it was 
time to move us to a safer place to wait. The 307th Engineer Bat- 
talion from the 82d Airborne Division radioed to us, asking that we 
stop the detonation because of cook-offs penetrating their area, 
making it extremely dangerous to complete their missions at Tallil 
Air Field. 

Tallil Airfield was over 12 miles away to the northwest, so our 
battalion XO decided we needed to move farther than 12 miles. 
Twenty miles later, he found an area that had no signs of cook-offs 
to the southwest. Our battalion moved into convoy formation and 
proceeded to vacate the area. 

For the next 3 days, it rained harder than any of us had seen 
in the 6 months we were there. Our commanders joked about us 
putting something into the air to change the weather. The skies 
were dark gray and cloudy. 

Since just before those days at Khamisiyah, I have suffered from 
symptoms and ailments that have altered everything about me and 
my family’s lives. It started in early 1991 with blood in my vomit 
and stools, blurred vision, sheiking and trembling like I was on a 
caffeine high. My muscles were weakening, my chest pounded like 
my heart was going to explode through my chest. 
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During physical training, I would vomit chem-lite-looking fluids 
every time I ran. An ambulance would pick me up, putting TV’s in 
both arms and rushing me to WRMAC Community Hospital. My 
symptoms were simply written off as a stomach viral infection of 
an unknown origin. I was not allowed to advance in rank or trans- 
fer units due to my medical problems. 

In December 1991, I put in for an early out from the military 
that I had loved so much. I was told not to have children or give 
blood for 1 year. My medical conditions were ignored. 

Today, as I have for the past SVz years, I suffer from the symp- 
toms that render me disabled. In a deranged way, I guess I am 
lucky. I have some clearly defined diagnoses of multiple chemical 
sensitivity, inflammatory bowel disease with scarring of the colon 
and stomach due to chemical exposime, temporal lobe brain damage 
also with scarring due to chemical exposure. I have Reiter’s syn- 
drome, chronic fatigue syndrome and tinnitus. I have a lower back 
condition and abnormally high levels of pH alkaline in my semen. 
I have abnormally high platelets around my blood cells and re- 
cently I was tested for lupus and Alzheimer’s disease. 

From the first day I went into the VA hospital in Battle Creek, 
MI, my records stated that I was exposed to something of an envi- 
ronmental contaminant during my service in the Gulf war. Re- 
cently, I underwent removal and biopsies of moles. I have had 
spots burned off my forehead and a spot in the middle of my back 
is presently under observation. Surgery is being scheduled to re- 
move three lumps that are in my thigh, stomach and rib cage. 

Even more recently, the VA has removed me from the permanent 
and total disability list, which I have been on since March 1996, 
forcing me to undergo all the compensation and pension exams 
over again. From Louis\nlle, ICY, to Washington, DC, the VA com- 
puters claim that I am permanent and total. I have been approved 
for $30,000 life insurance from the VA, something that only a per- 
manently disabled veteran receives, but one man, Bob Marks, who 
works for VA Adjudication Board in Michigan, claims that I am not 
permanent or total. 

I was asked by the VA to apply for benefits for my family, some- 
thing else a veteran cannot get unless he is permanent. When I ar- 
gued this with Mr. Marks, he added a mental evaluation to my 
exams and said that chronic fatigue syndrome is a mental disorder 
and not a physical one. 

The doctors that examined me in Battle Creek for these C&P 
exams all stated that this was a waste of time and money for us 
all. With the help of Congressman Upton’s office and hopefully this 
committee, Mr. Marks will be kept at bay. 

For the last SVz years, I suffer from excruciating painful head- 
aches, memo^ loss and severe diarrhea. My family lives with my 
bad mood swings like walking on eggshells. I can no longer eat or 
drink many of the things that I used to. If I smell perfumes, vapors 
or chemicads that do not a^ee with my smelling senses, I violently 
vomit. I get lost when I drive sometimes and forget where I am at 
sometimes. 

I am an ex-paratrooper who needs a cane and a wheelchair to get 
around. My joints in my knees, hands, and knuckles swell, bum 
and hurt. My feet bum and swell if I spend any time on them at 
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all. I cannot sit or stand for prolonged periods of time. I am fa- 
tigued and feel worn out but yet I am an insomniac. 

For all of this except the chemical injuries and so much more, 
the VA has rated me in 1994 at 100 percent plus special monthly 
compensation. 

Then in 1996, I was added to the permanent and total, which is 
now being threatened. My rating is 100 percent for Reiter’s syn- 
drome, 50 percent for chronic fatigue syndrome, 30 percent for coli- 
tis, 10 percent for tinnitus and 10 percent for lower back condition. 
Nothing for chemical injuries or illnesses. Zeroes across the board 
for everything else. 

Since the admission of Khamisiyah, I thought the VA would have 
taken me a little more serious. Instead, they are trying to take 
away my service-connected disability benefits, the only means of in- 
come my family has to pay our bills. 

Instead of outreach or compassion, I received a police report the 
other day where the VAMC in Battle Creek, MI claims that they 
are going to press charges on me for cassette taping a doctor push- 
ing my wife on VA property. 

In conclusion, I would like to add that my wife and I look for the 
truth about our illnesses. My chemical injuries do exist. They have 
since 1991. They have existed for the same 5 years the Pentagon 
to the White House claimed that they knew nothing about 
Khamisiyah. They have existed for the same amount of time brave 
young veterans have died and scared young wives buried them. 

They are existing and we veterans learned to adapt to them. Our 
pain has forced us to tap the resources of our spirits. My wife and 
I try to measure our intelligence not by what we know, but by the 
way we view things. Ever^hing we have endured for the past 5 
years has taught us the difference between an obvious coverup and 
corrupt disregard for humem life. 

The Veterans Affairs’, simply put, gross incompetence can be 
exampled by the right hand not knowing what the left is doing, for 
using DOD’s ghost documents and ridiculous memorandums as 
their medical care guidance. I have wondered how civilian doctors 
treat patients without the Pentagon sending them a memorandum. 

It amazes me to sit back and listen to ^1 the different excuses 
the Pentagon has for messing up Khamisiyah. Are they frantic be- 
cause we were exposed to a terrible chemical and are ill from it or 
because they got caught denying it? 

After reading the memorandum, attachment E, stating that cer- 
tain documents should not be put on the Gulflink, I asked why 
would they want to hide documents from the press or general pub- 
lic that describe certain important events. They have made their 
own bed of coverup and after the VA tucks them in, they must lay 
in it. 

These are the things that the DOD does to prove their intent to 
conceal proper information from the press, the veterans and you, 
the U.S. Congress. 

I hope that these hearings and this committee can help veterans 
mold a new reality for the Department of Defense and the Depart- 
ment of Veterans Affairs, a wakeup call if you will. The support 
from the press. Congress and the American people is strong enough 
to convince these departments to listen to the veterans. If we are 
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too ill or do not live long enough to enjoy the freedoms we have as 
Americans, what good was fighting for them? 

Thank you. 

[The prepared statement of Mr. Martin follows;] 

Prepared Statement of Brian T. Martin, Persian Gulf War Veteran, Co- 
President, International Advocacy for Gulf War Syndrome 

appreciation 

Thank you Mr. Chairman and honorable committee members for asking me to tes- 
tify before you again today. I would also like to thank Congressman Upton for his 
continuous support and leadership, not only for the veterans of his district but for 
all veterans across this great country. 

introduction 

My name is Brian Martin, I am 33 years old. I am a husband, a father of two 
and a Gulf War veteran. I am also a former member of the 37th Engineer Battahon 
who’s last mission of the 1991 war was to detonate and destroy an Iraqi ammuni- 
tions depot called Kamasiyah. Tall A1 Lahm to most of us, was where the huge am- 
munitions supply point was located in Iraq. There were 100 huge bunkers inside 
Kamasiyah and 43 metal pole-bam warehouses located just outside the depot’s pe- 
rimeter fence. We received the orders for this mission March 1st, 1991 during the 
cease-fire. 


KAMASIYAH 

When our unit received the mission to move into Tall A1 Lahm, our battahon com- 
mander separated the essential and non-essentials for the mission. He sent the non- 
essential back to Rhafla, Saudi Arabia while the rest of us (essentials) moved north- 
east to Kamasiyah. About 150 soldiers were used for this mission. 

On March 3rd, 1991 we entered the bunker compound securing the area free of 
Iraqi civUians and rebels looking for ammunition to fight Saddam’s republican 
^ards. On March 4th, 1991, we re-entered the depot area, placing C-4 and Russian 
C-3 explosives in and aroimd 33 bunkers, we set time charges for detonation, then 
moved SOUTH three miles to what we considered a “safe zone” as we waited for 
the anticipated explosions. 


DETONATION 

From three miles away, we casually moved around taking pictures, recording vid- 
eo’s and writing home. At no time whatsoever did we fear or have reason to fear 
chemical exposure. We were told by the 18th Airborne Corps., that there were no 
chemicals in the 8irea. We were then told by the E.O.D. (Explosive Ordinance Dis- 
posal) team to simply “Blow it”. That to our knowledge was the only so called “ex- 
perts” in the area. No one in the 37th was chemical experts. For the record, our 
commander’s knew nothing about chemicals in those bunkers. Seven minutes later 
the destruction of Kamasiyah began. 

DURING THE EXPLOSIONS 

Getting excited as one could get, witnessing these awesome explosions was a re- 
markable sight. The explosions blew straight into the air, then would spread at the 
top. Many of us joked that this would be the closest thing to a nuclear mushroom 
we would ever see or hope to see. Our excitement quickly turned to fear when “cook 
offs” from the explosions began showering down on us. Several missiles landed un- 
derneath our trucks, spinning, and taking off until blowing up. Men were running 
everywhere for cover. Hiding behind our vehicles for safety we felt aU hell had bro- 
ken loose. With the dangers of being killed by the “cook offs” and the obvious giant 
clouds that were covering us. Our battalion XO (executive officer) decided it was 
time to move us to a safer place to wait. 

The 307th Engineer Battalion, from the 82nd Airborne Division radioed to us ask- 
ing that we stop the detonation because of “cook offs” penetrating their area, mak- 
ing it extremely dangerous to complete their missions at TaUil Airfield (Attachment 
A in my unit’s OP logs). Tallil Aufield was over 12 miles away to the northwest, 
so our battalion XO decided we needed to move farther away then 12 miles. 20 miles 
later he found an area that had no signs of “cook offs” to the SOUTHWEST. Our 
battahon moved into convoy formation and proceeded to vacate the area. 
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For the next three days it rained harder than any of us had seen in the six 
months we were there. Our commander’s joked about us “putting something in the 
air to change the weather.” For the next five days it was too unsafe for us to return 
to Kamasiyah to finish destro 3 dng the remaining 67 bunkers. The skies were dark, 
gray and cloudy for those five days. 

ILLNESSES SINCE 

Since just before those days at Kamasiyah, I suffer from symptoms and ailments 
that have altered eversrthing about me and my families hves. It started in early 
1991 with blood in my vomit and stools, blurred vision, shaking and trembling like 
I was on a caffeine high. My muscles were weakening, my chest pounded like my 
heart was going to explode through my chest. On Fort Bragg, during PT (physical 
training) I would vomit chem-lite looking fluids every time I ran, an ambulance 
would pick me up, putting TV’s in both arms rushing me to Womack Community 
Hospital. This happened EVERY morning after my return from the war. My symp- 
toms were simply written off as a “stomach viral infection, of an unknown origin” 
I was not allowed to advance in rank or transfer units due to my medical problems. 

In December 1991, I put in for a “early out” from the military that I had loved 
so much. I did not receive an exit exam nor did I know that I was suppose to. I 
was told not to have children or give blood for one year. My medical conditions was 
ignored. 


THE PRESENT 

Today, as I have for the past five and a half years suffer from the symptoms that 
render me disabled. In a deranged way I guess I’m lucky, I have some clearly de- 
fined diagnosis’s from the VA of MULTIPLE CHEMICAL SENSITIVITY, INFLAM- 
MATORY BOWEL DISEASE w/scarring of the COLON AND STOMACH due to 
chemical exposure, TEMPORAL LOBE BRAIN DAMAGE also w/scarring due to 
chemical exposure. I have REITER’S SYNDROME, CHRONIC FATIGUE SYN- 
DROME, and TINNI’TUS. I have a lower back condition which is quite painful, and 
Abnormally high levels of pH/Alkaline in my semen. I have abnormally high plate- 
lets around my blood cells and recently, I began testing for LUPUS and Alzheimer’s 
Disease. From the first day I went into the VA in Battle Creek, Michigan, my 
records state that I was exposed to something of a environmental contaminant (At- 
tachment B) during my service in the Gulf War. Recently I underwent removal and 
biopsies of moles. I’ve had spots burned off my forehead with liquid nitrogen, and 
a spot in the middle of my back is presently under observation. Surgery is being 
scheduled to remove three lumps that are in my thigh, stomach and rib cage. 

Even more recently, the VA has removed me from the permanent and total dis- 
abled list of which I’ve been on since March 1996, forcing me to undergo, all the 
Compensation and Pension (C&P) exams all over again. From Louisville, Kentucky 
to Washington, DC the VA computers claims I am P&T (Permanent and Total). I 
have been approved for $30,000 life insurance from the VA, something that only 
permanently disabled veterans receive. But one man Bob Marks who works for the 
VA adjudication board in Michigan, claims I am not permanent or total. I was asked 
by the VA to apply for benefits for my family, (Attachment C) something else a vet- 
eran can’t get unless he’s permanent. When I argued this with Mr. Marks, he added 
a mental evaluation to my exams and said that “Chronic Fatigue Syndrome is a 
mental disorder and not a physical one”. The doctors that examined me in Battle 
Creek for these C&P exams all stated this was a “waste of time and money for us 
all”. For the first time in a long time I agreed with the VA doctors. With the help 
of Congressman Upton’s office and hopefully this committee, and the press, Mr. 
Marks will be kept at bay. 

For the last five and a half yesirs I suffer from excruciating painful headaches, 
memory loss, and severe diarrhea. My family lives with my bad mood swings like 
walking on egg shells. I can no loiter eat or drink many of the things I used to. 
If I smell perfijmes, vapors or chemicals that doesn’t agree with my smelling senses, 
I violently vomit. I get lost when I drive sometimes and forget where I’m at some- 
times. I am a ex-paratrooper who needs a cane and wheelchair to get around. My 
joints in my knees, hands and knuckles swell, bum and hurt. My feet bum and 
swell, if I spend anytime on them at all. My discharge summary from the VA (in 
1993) states that I cannot sit or stand for prolong periods of time (Attachment D). 
I am fatigued and feel worn out all the time, but yet I am an insomniac. For all 
of this except the chemical injuries and so much more, the VA rated me in 1994 
at 100% plus special monthly compensation, then in 1996 added the Permanent and 
Total, which is now being threatened. 
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rating is 100% for Reiter’s Syndrome, 50% for Chronic Fatigue Syndrome, 30% 
for Colitis, 10% for Tinnitus, and 10% for lower back condition. Nothing for chemical 
injuries or illnesses. Zero’s across the board for everything else. Since the admission 
of Kamasiyah, I thought the VA would’ve taken me a little more serious, instead, 
they’re trying to take away my service-connected disability benefits. The only means 
of income my family has to pay ovu- bills, cloth our bodies and feed ourselves. In- 
stead of compassion, 1 received a police incident report, where the VAMC in Battle 
Creek, Michigan claims they could press charges on me for cassette taping a doctor 
pushing my wife on VA property. Please help me figure that one out! 

CONCLUSION 

In conclusion I would like to add, that my wife and 1 have looked for the truth 
about our illnesses. We have always been honest and up front with the VA and the 
DoD. We have offered the video tape of Kamasiyah to anyone who wanted it. My 
chemical injuries do exist, they have since 1991. Theyfve existed for the same five 
years and 110 days the Pentagon to the White House claimed they knew nothing 
about Kamasiyah. They’ve existed for the same amount of time brave young veter- 
ans have died and scared young wives bury them. Their existing and we veterans 
learn to adapt to them, our pain has forced us to tap the resources of our spirits. 
My wife and I measure our intelligence not by what we know, but by the way we 
view things. Everything we have endured for the past five and a half years has 
taught us the difference between a obvious down right cover up of corrupt disregard 
for human Ufe, and the Veterans Affair’s, simply put, gross incompetence. The right 
hand does not know what the left is doing and using DoD’s ghost documents and 
ridiculous memorandums as their medical care guides is ludicrous. I’ve wondered 
how civilian doctors treat patients without the Pentagon sending them a memoran- 
dum explaining what couldn’t have possibly happened to that patient. Medicine is 
indeed perplexing! 


OBSERVATIONS 

It amazes me to sit back and listen to all the different excuses the Pentagon has 
for messing up Kamasiyah. Are they in a frantic because we we’re exposed to a ter- 
rible chemical and are ul from it? or because they got caught denying it? The Penta- 
gon recently said they didn’t know American troops were in the area, but yet a gen- 
eral from the 18th Airborne Corps, can order a 900 man battalion to do a mission 
labeled as the largest man made explosion of the war, and there’s no paperwork on 
it? Stephen Joseph testified to the P.A.C., that they uncovered their own cover up. 
I don’t suppose the 1994 and ’95 UN reports on K^asiyah and my video tape had 
anything to do with it. If I had given the Pentagon that video tape in March when 
they pressured me for it, I believe their admission on June 21st would’ve never hap- 
pened. But if they are the gallant ones, is it because enough of us have died and 
are sick enough to convince them their experiments and blatant cover ups failed? 

LTC. Jimmy Meutin, who was with Stephen Joseph’s Persian Gulf Illness Inves- 
tigation Team, claimed there are “thousands of documents in boxes, that they don’t 
have the manpower to look through.” Give them to us, we will look at them, it’s 
that important to all that suffer. Reading the memorandum (Attachment E) stating 
that certain documents shouldn’t be put on the Gulflink, why would they want to 
hide documents from the press or general public that describes certain important 
events? They have made their own bed of cover up, after the VA tucks them in, they 
must lay in it. These are the things the DoD does to prove their intent to conceal 
proper information from the press, the veterans and you, the United States Con- 
gress. 

I hope these hearings and this committee can help veterans mold a new reality 
for the Department of Defense and the Department of Veterans Affairs. A wake up 
call, if you will. The support from the press, Congress and the American people is 
strong enough to convince these departments to listen to the veterans. If we are to 
ill or don’t live long enough to enjoy the freedoms we have as Americans, what good 
was fighting for them? 

Thank You. 

[The following attachments can be found in subcommittee files.] 

Attachment A— 37th Engineer Battalion’s Operations Logs. From H-Hour to 
Kamasiyah. 

Attacmnent B — Consult sheet from VAMC Battle Creek, MI. 10 Sep. 1992, VA 
Physician Determination: Condition the possible result of exposure to environmental 
contaminants. 

Attachment C — ^Notice of Entitlement For Spouse and Children. 04-96. Medical 
benefits for dependants, when veteran is TOTAL and PERMANENT in natinre. 
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Attachment D — Discharge Summary, Persian Gulf Referral Center, VAMC Wash- 
ington, DC. 1 Dec. 1993. 

Attachment E — Office of the Secretary of Defense’s Paul F. Wallner, Staff Director 
for the Senior Level Oversight Panal, Persian Gulf War Veteran’s Illnesses, March 
3rd, 1995 memorandum: Identification and Processing of Sensitive Operational 
Records. 

Mr. Shays. Thank you very much, Mr. Martin. 

Mr. Kapplan. 

Mr. Kapplan. Good morning. I am Barry Stewart Kapplan, 
Major 

Mr. Shays. Mr. Kapplan, if you could pull the mic fairly close to 
you, it would be helpfiil. The mic that projects your voice is the one 
on the stem. 

Thank you. I am going to ask you to pull it even closer. Thank 
you. 

Mr. Kapplan. Good morning. I am Barry Stewart Kapplan, 
Major, U.S. Army, Retired. I would like to thank you for this oppor- 
tunity. 

My dates of service in southwest Asia were 16 December 1990 
through 19 May 1991. I was the support operations officer and a 
Blackhawk test pilot for the 9th company of the 227th Aviation 
Regiment of the 3d Armored Division, 7th Corps. 

I understand that you are interested in hearing some of my expe- 
riences and perceptions from my service in the Gulf. 

Basically, one of the first questions was what is wrong? It is real 
simple, sir. I cannot sleep, I cannot drive, I cannot run, I cannot 
fly Blackhawk helicopters no more. I cannot play sports with my 
four children. That is what is happening to Barry Kapplan right 
now. 

Cause? I am not absolutely sure. Not sure at all. I do not know 
where it was or when it was, but I can tie a couple of specific dates 
and events. 

I believe it was chemical-biological exposure. Too many animals 
and enemy remains that were devoid of any flies or insects. Plain 
and simple. It is not natural. However, our mess halls, all of our 
ration points, were full of flies, but why were those other two 
things not full of flies? 

There were two major chem events in our area. One was a young 
private who was hit with some sort of chemical compound in a 
bunker within the 3d Armored Division area, a young soldier by 
the name of Fisher. He was awarded the Purple Heart for chemical 
wounds by Genered Funk. Plain and simple. 

The second event was by a warrant officer within the 4th Squad- 
ron/7th Cavalry, CW3 Retired now Miguel Ramos. He claims to 
have seen chemical tipped weapons and shells within a bunker in 
the 4th Squadron/7th Cavalry area. 

Where were we? Soldiers of the 9th of the 227th and 3d Armored 
Division did the full routine, sir. We were there from Dhahran to 
the desert southwest at KKMC, we were downwind of Hafir A1 
Batin, which was a major target for SCUD attacks. We were all 
through Iraq. Believe me, the 10th, 12th, 52d and Tawalkana Divi- 
sions were not happy to see us. Republican Guards do not like the 
3d Armored Division. 

Plain and simple, we lived for our last several weeks in Iraq, we 
lived on our last battlefield and we stayed there amongst all the 
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munitions, allied and enemy munitions, that were still on the 
ground in the area. 

Yes, we had the smoke coming from the left, smoke coming from 
the right from the oil fires and we were downwind of the chemical 
munitions being blown up, approximately 30 to 40 kilometers 
downwind of this operation. 

Mr. Shays. That is Khamisiyah? 

Mr. Kapplan. Yes, sir. Yes, sir. 

I can’t tie it to a specific event and a specific date, I am not sure 
if it was a single exposure or a continual one. Mid to late April 
1991, in the vicinity of Safwan, Iraq, where we wei’e doing refugee 
retrograde actions for the fear that the Iraqis were going to kill the 
Shiites, building up to a fulminating event on 9 May, I was leading 
a convoy to KKMC, King Khalid Military City, from Kuwait. At 
that time, I had projectile vomiting, explosive diarrhea and nausea 
at that time. I was basically poured into the Saudi Arabian Mili- 
tary Hospital at King Khalid Military City, IQCMC, and I stayed 
there for several days. Due to some negotiations, I was allowed to 
return with my unit back to Hanau, Germany. 

Symptoms? Too many to list, sir. Too many to list. I have pro- 
vided an enclosure that goes over the majority of them. However, 
they were coming in distinct cycles. Now, they are just part of ev- 
eryday life. 

Let us talk about the tests. I think the tests that I have under- 
gone are probably more telling than the symptoms. Cardiac: 
echoes, stress test, bubble studies, ultrasounds, heart caths and 
cardiac biopsies. Gastro: multiple endoscopies, colonoscopies, flex 
sig, manometries, pH probes, liver biopsies. Dermatology and infec- 
tious disease: multiple skin biopsies, lymph node biopsies, multiple 
bone marrows. Ophthalmology: visual field tests, legal blindness 
tests. Neurology: spinal taps, EEG, sleep studies, sleep deprived 
EEG’s. 

There are some things going on, but I am not the only one. I am 
definitely not the only one. The treatment I have received at the 
VA hospital in Newington, CT has been nothing but exemplary. I 
am treated with respect. The doctors there, from my primary care 
doctor. Dr. Koss, all the way through the specialists I have seen, 
have provided myself and my wife nothing but excellence in care. 

Diagnosis. I have provided your staff a diagnosis recap and basi- 
cally what that does in my enclosure 2, explains what the Army 
found from 1991 to 1994. There are approximately 20 different di- 
agnoses. The Department of Defense CCEP, Comprehensive Clini- 
cal Evaluation Program, reported one diagnosis for Barry Kapplan, 
and that was somatization disorder. 

My retirement physical, which I have provided, also and is in the 
handouts, lists approximately 20 diagnoses, any where from chron- 
ic Q fever, hepatitis, myocarditis of the heart, just to name a few. 
That was in May 1995. 

The VA hospital in Newington, for my first comp and pension 
exam agreed with the previous results from 1991-94, my Araiy re- 
tirement physical and added more. That was in July 1995 when I 
retired from the service. 

July 1996, just a couple of months ago, once again, the VA hos- 
pital in Newington concurred with all previous diagnoses except for 
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one: the CCEPs somatoform disorder. A very visual, very graphic, 
bottom line. Something is not right. 

I never give a bunch of problems without a fix and I would like 
to give you, sir, and give the other honorable members a couple of 
my ideas that may help out, at least from down here in the trench- 
es. 

You cannot give those folks back their lives or their health. You 
cannot put families back together that have broken up, and many 
have. There are many things we cannot correct. However, give im- 
mediate VA service connection to all veterans of Gulf war reg- 
istries, even if it is for zero percent disability. Service connect those 
things. That will fix the mescal and compensation issues. 

Two, sick family members should be given an open enrollment 
opportunity for CHAMPUS and Tri-Care, military medical insur- 
ance plans, at the regular premium rates, just like my wife and I 
have to pay for our family. However, that will fix medical coverage 
finance problems for these family members who do not have the 
funds to do it. 

Third, and this may perk up a couple of ears, being that I firmly 
believe that this is chem-bio warfare by a hostile force, is that we 
award the Purple Heart to Gulf war veterans, a Purple Heart just 
like we did during World War I for chemical wounds, for suspected 
chemical and biological warfare by a hostile force. That will com- 
pletely fix once and for all the government recognition problem and 
the perception this is being mishandled like Agent Orange and now 
our atomic veteran problem. 

Sir, that is all I have. 

[The prepared statement of Mr. Kapplan follows:] 

Prepared Statement of Barry Kapplan, Persian Gulf War Veteran, 
Southington, CT 

I entered active duty on 16 MAY 1980 as a Regular Army officer, and was phys- 
ically fit to enter aviation service on 22 SEP 80. Since 1978, to include during my 
cadet training period, I had passed approximately 15 annual Army Flight physicals. 
These showed no cardiac, gastrointestinal, or other problems. Visits to areas out of 
&e United States include: Juarez, Mexico; Germa^; Canada; and Honduras. Fam- 
ily medical history includes father Parkinson’s Disease, mother Raynauds Syn- 
drome, maternal and paternal grandmothers; diabetes. 

On 16 Dec 1990, I was deployed firom Hanau, Germany to Saudi Arabia as part 
of the 3rd Armored Division’s advance party for Operation Desert Shield. We ar- 
rived in Dhahran and remained in the “Cement Plant” Staging Area until 28 Dec 
1990. We moved to “Seaside” Staging Area and left on 1 Jan 1991 as the advance 
party for 'Tactical Assembly Area (TAA) Henry, 15 miles southeast of King Kalid 
Military City (KKMC), near the Iraqi border. One of the major benefits of leaving 
these troop support areas was the perception that we would not be poisoned by Iraqi 
agents. The hygiene of the contract food personnel and their political affiliation was 
a constant topic of discussion among both the officers and enlisted soldiers. Addi- 
tionally, the cement dust in the “Cement Plant” staging area was becoming a factor 
in troop health, i.e., coughing, sputum, etc. 

At TAA Henry, prior to the air war, suspected enemy agent activity increased in 
our area of operations. This included covert probes of our defenses and increased 
interest in the AH-64s that were the muscle of our brigade. However, the camels 
and Bedouins were most interested our brigade’s OH-58Ds. It appeared that the 
camels were led to the helicopters by the supposed “nationals”, by throwing small 
amoimts of grain. Personal hygiene was a ch^enge during those “advance party” 
days. Water sources were not certified by US personnel and latrine facilities at most 
support centers were also used by Saudi Arabian sub-contract personnel. In this in- 
fantile state, we had to forage for our own food, similar to our civil war period sol- 
diers. This basically meant trms to KKMC to trade for food and necessities, to in- 
clude eating on the economy. On or about 16 JAN 91, SFC Joe Hughes and I were 
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sent to KKMC to retrieve personnel and equipment for the Combat Aviation Brigade 
and the 3AD. However, the most significant event during this visit was that KKMC 
was under a general alarm for attack by enemy agents with chemical/biological 
agents. We left the area as soon as possible after completing our mission. Upon re- 
turn to our base camp, all personnel were in MOPP (NBC Masks on), due to a divi- 
sion level chemical detection. This attack was announced by MAJ John Wheatley, 
S3 9-227 AVN. However SFC Hughes and myself walked in unwarned and 
“undonned”. There were several times that the “general alarm” went out, warning 
of SCUD attacks in the ‘TAA Hemy” area during the air war. Upwind of us, Hafir 
A1 Batin was the target of many Scuds, some of which were destooyed prior to im- 
pact. There were several times that CCT Mark Rakow and I were at the Theater 
Aviation Maintenance Point (TAMP) in KKMC when the Patriot Missiles were 
launched at Scuds. Several times the “all clear” for NBC masks took a lengthly time 
to be announced. 

We remained at TAA Henry until 10 FEB 1991, when we moved to TAA Butts, 
approximately 16 miles southwest of Hafir A1 Batin. We remained there until 23 
FEB 91 when the 3rd Armored Division initiated movement to contact operations. 
This was a very intense period. On the morning of 23 FEB 91, CW4 Fish, SFC Mc- 
Millan, and I were at HQ, Vllth Corps (FWD) acquiring aircraft parts at 7/159th 
AVIM. We went to the CORPS HHC mess tent to “tank up”. There, we were di- 
rected to receive some shots. These shots tximed out to be the anthrax series #1. 
We were told this was required due to a probable chemical attack by the Iraqi 
Army. This was annotated in my shot record, at my strong insistence, due to my 
flight status. The next day, as we crossed the berm/oil trenches we were directed 
to take our “PB” tablets, with the warning of dizziness, chest pains, sweats. The 
01 ^ effect for me was increased pulse and dizziness. 

Throughout the ground war, I went through many areas of concern, i.e. where 
were all the bodies?, why were the dead animals not eaten by scavengers? This is 
important, being that I was with 4/7 CAV, the division cavalry of the 3AD, in front 
of the division. My function at that time was the Support Operations Officer, 9-227 
Aviation Support Battalion, Division Support Command, 3rd Armored Division. I 
was detached with SFC Howerton, my driver, to find, secure, and deliver to the 
front lines desperately needed fuel and ammunition. It was during this period, that 
SFC Howerton and I lead several convoys through both marked and unmarked 
enemy minefields. Even though we were successful in our mission, it was not cer- 
tain these areas were chemically cleared. 

The word of the cease fire came on 28 FEB 1991. The division was stUl in contact 
with elements of the Republican Guard as we crossed east into northern Kuwait 
from Iraq. SFC Howerton, CW2 Horn, several others and I were the first Americans 
into the area known as TAA Victory (N29/57/06, E47/05/02). This was the sight of 
the last official battle of the war for the 3AD. It was necessary for CW2 Horn and 
I to clear this area prior to allowing our personnel to occupy and resume a degraded 
state of readiness. Essentially, we searched approximately 25 T60/70 series tanks 
and multiple bunkers, with one of us crawling inside while the other covered him. 
This area was littered with ime^loded ordnance and several sets of remains. One 
of my responsibilities was the divisional Graves Registration Team, which had the 
mission of retrograding allied remains, but also burying hostile remains. My respon- 
sibility was to be present and to certify the remains and burial. Also during this 
period, I saw my first animal remains tiiat were devoid of any insects. I instructed 
my personnel to stay clear of these carcasses, until we were able to bum them. 

On approximately 9 MAR 91, I headed the advance party of the Combat Aviation 
Brigade in its occupation of TAA Camelot in Kuwait. Located at N29/37/00 E47/45/ 
30, this area was a former Kuwedti military site that was occupied by the Iraqi 
Army as a defensive area, missile site, and logistics base. During this period, we 
assumed part of the support of the refiigee camp at Safwan, Iraq. Additionally, we 
used the landing strip there for deliveries of repair parts fi'om Saudi Arabia. This 
entailed myself and other members of my unit to go there one to three times daily 
for these high priority shipments. 

During APR 91, while at TAA Camelot I began to feel increasingly ill. I dismissed 
this as acclimatization to high temperatures. In late April, SFC Ben Alcantara be- 
came ill with skin rashes, fever, nausea. This was followed by MAJ Phil Denning 
with nausea, gastrointestinal, cardiac problems. On 8 May 91, after five months in 
theater, I had a violent nausea, vomiting, diarrhea attack. This came about during 
a convoy to KKMC and I was admitted to the Saudi Arabian Military Hospital 
there. It was diagnosed as possible food poisoning, however, the 9 other soldiers who 
ate with me that week did not have any problems. After 11 bags of IV solution and 
medications I was finally released on 12 MAY 91 for return with my unit to Ger- 
many, on 16 May 91. I was stiU iU through 28 May 91, when I was admitted to 
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the ICU, 97th US Hospital, with cardiac arrh 5 rthmias and to rule out a heart attack. 
I attempted to explain the diverse nature of my symptoms, but was told that it was 
just post traumatic stress. During this period I ^so experienced severely bleeding 
gums, cough with sputum production, shortness of breath, severe fatigue, diarrhea, 
hair loss, skin rashes/lesions, and abdominal discomfort. Through NOV 91, I under- 
went extensive workups at both Wiesbaden USAF Hospital and 97th US Hospital. 
On 20 DEC 92, I again had a severe cycle, this time involving a severe upper G.l. 
bleed, for which I was hospitalised and subsequently medevaced to Walter Reed 
Army Medical Center (WRAMC) on 6 JAN 92. Dtiring November and December 
1991, it became apparent that others who were with me during the war were also 
manifesting bizarre symptoms. These individuals included: MAJ Phil Denning, CPT 
Mark Rakow, CW2 Warren Home, SFC Ben Alcantara, SFC Joe Hughes, SFC 
George Jefferson, SFC Bussel all assigned to 9-227 Aviation, SAD. 

My esophageal problems started just prior to the nausea vomiting and diarrhea 
attack in Kuwait. Documented by both 97th General Hospital and Walter Reed 
AMC were: Esophagitis, Esophageal Dismotility, Spastic Esopha^s, 
Gastroesophageal Reflux Disease with Esophageal Sphincter pressure of zero. AU of 
these were classified as severe. I never had these problems before, nor was anything 
documented on any of my flight physicals. This resulted in surgical correction of the 
sphincter by Nissan FundapUcation on 11 FEB 92. 1 tolerated the procedure well, 
except for current post surgical digestion difficulty. I was told of a surgical related 
diaphramitic hernia, however I was holding my own. I started my physical training 
program at the recommended time (90 days) after surgery, per discharge sheet of 
19 MAR 92. Due to starting my PT program so soon after major surgery, I now have 
a permanent profile from pushups, situps, and hfting more than 20 lb., with PT at 
my own pace. This is because of irritation of the diaphragm by the scar mass herni- 
ating through it. As explained dtiring a surgical consult at Weed Army Hospital, I 
am at about 80% of the best to be expected, which is far from my previous normal. 

Prior to surgery at WRAMC, I had three titers drawn for Leishmaniasis, with the 
first being a strong positive at 1:64, the second and third were 1:8 and 1:4. The in- 
fectious disease service of Walter Reed still beheved in a diagnosis of unspecified 
Leishmaniasis which resulted in a bone marrow aspiration. This is documented in 
my hospitalization (Jan-Mar 92) narrative summary. The parasite was not found 
at that time. However, a tropical disease still was not rulM out hy the Infectious 
Disease Service, Naval Hospital-San Diego, per doctor’s notes of 29 SEP 92. Still my 
symptoms and ^scomfort continued. 

My symptoms initiaUy occurred in cycles, which lasted from two- 10 days with 7- 
21 days between each one, and seemed to begin with mid left upper abdominal 
pains. A fisting of the progressive S 3 mptoms are at enclosure 1. 

In SEP / OCT 1992, I began to notice a change in the way I felt. I noticed more 
upper right “stomach to back pain”, also headaches on an increasing frequency and 
intensity, enlarged lymphnodes, water weight gain, increased irritability, increased 
ring worm like patches, and r^ open blister like sores. The “weight gain” was a 
sizeable change from 197 to 232. Almost the inverse of my sizable weight loss just 
prior to and during my hospitalization in Saudi Arabia. My doctor attempted to 
send me to the Mayo Clinic, where they have sent service members with difficult 
to diagnose illnesses. After consultation with both FORSCOM and MEDCOM/Office 
of the Surgeon General the decision was made in mid-November, 1992 to return me 
to Walter Reed Army Medical Center. My physician at Weed Army Community Hos- 
pital also submitted a MED 16 report on me to the Office of the Surgeon General, 
thus enrolling me in the Depeutment of the Army Desert Storm Syndrome Registry. 
1 was admitt^ to Walter Reed on 1 Dec 92. Within the first days at WRAMC I 
started to go through a mild cycle, in which my face rash appeared, increased lower 
back to under the rib cage padn on mainly the right side started to occur. I also ex- 
perienced my leg sweats fium the knee down, which occurred when 1 was in the 
prone position. 

During my initial consvdtation with the Infectious Disease service I was quizzed 
about my experiences dirring the war: where I was and who else was sick or maybe 
had similar symptoms. I again reported there were several unit members who had 
similar symptoms. The following are my notes from this stay at Walter Reed Army 
Medical Center (1 DEC 92-14 JAN 93): 

a) Spleen 10cm vs. 6-8cm determined by ultra sound. Palpated several times by 
ID service, however no tip felt as in FEB/MAR 92. 

b) Liver palpated and noticeably enlarged on physical exam. Abnormal fiver func- 
tion test (IJ'T) with elevated SGPT and SGOT. After several repeats of the LFT the 
Infectious Disease service in consultation with the Gastroenterology Service per- 
formed a fiver biopsy. The bacteriology results indicated three or more organisms 
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present but none dominating. We have been unable to obtain a pathology report on 
this biopsy. 

c) It was noted that my abnormal LFT increased with my symptoms. 

d) Abnormally high cholesterol which was described as a possible result of an ab- 
normal liver. 

e) On the serum tests abnormal results on total protein 8.3, albumin fract 5.54, 
and ALPHA-2 GLOB 0.79. 

f) My stools remained loose but formed through out this time period with only two 
episodes of explosive diarrhea. Ova and parasite tests were negative. However ab- 
normal stools were visually noted. 

g) The G.I. service performed flex-sig. and endoscope procedures with multiple bi- 
opsies of flat plate areas of nonspecific inflammation. 

h) The psychiatric evaluations determined no disorders, this was concluded from 
examination and clinical evidence by Dr. Stasko. 

i) Dr. Kent Kester, Research Fellow, ID Service, WRAMC would be following me 
as Dr. Alan McGill had previously. In a special narrative summary he explained the 
procedures performed and the requested return visit in approximately 6-9 months. 

Many issues continued to surface from FEB 93 through NOV 93. Lymphnode biop- 
sies, biopsies of the ring worm like patches, and consults to the Infectious Disease 
Service of the Balboa Naval Hospital seemed to be the norm, not the exception. 
Again it was time to go to WRAMC, this time in a medical TDY status. My primary 
physician was on emergent leave, so I saw another, who recommended a course 
of Tetracycline and Flagel. Tliis treatment was started in FEB 94 and only tempo- 
rarily reheved my symptoms. 

I was notified that I was selected to go to the US Army Command and General 
Staff School in July, 94. However, I was also notified that all sick Gulf War soldiers 
were going to be “frozen” in place for evaluation and possible separation. My contact 
at Weed Army Hospital sta^ that the Naval Hospital at San Diego would not ac- 
cept the lab results fitim Walter Reed, and that I would have to go through all of 
the tests again. I contacted my WRAMC physician who said that if I was at 
WRAMC for the evaluation they would not repeat any of the previous tests. By 30 
JUN 94, my orders were changed and rny family and I were en route to Walter Reed 
with change of station to FT Meade, IVlD., instead of the US Army Command and 
General Staff School. 

I eiunlled in the CCEP on 2 AUG 94, and became immediately concerned at the 
low priority given to the previously documented medical problems identified at 
WRA^C. Since JAN 92, I had been an inpatient twice at WRAMC (JAN, 1992 and 
DEC, 1992) with mtgor surgery performed, was sent medical TDY to WRAMC 
(NOV, 1993), and was PCS’ed to FT Meade, MD to be followed by the Comprehen- 
sive Clinical Evaluation Program. Dr. Roy (Gulf War Illness Center) was very intent 
on repeating the Pwchiatric portion. I was concerned, as this was previously found 
to be normal at WRAMC (Ifr. Stasko, 8 DEC 92). However, sigmficant previous 
medical findings were being ignored by Dr. Roy and Dr. Chung. These disregarded 
findings included: 

a. Multiple positive “Q” fever titers (USAMRID, WRAIR, Mayo Clinic). 

b. Increased cranial pressure with reactive lymphocytes present in the fluid. In- 
cluded with this is left facial spins and needless sensations with similar sensations 
of the left arm and dizziness. Mayo Clinic requested another spinal tap to validate 
their findings, which Dr. Chvmg refused to pursue. 

c. Cardiac findings (97th General and WRAMC) of symptomatic PVC, trigeminy, 
bigeminy, and enlarged left atrivun were disregarded. 

d. An extensive post-Gulf War history of Gastrointestinal problems (97th General, 
WRAMC). Status post Nissan — ^fundaplication. Dizziness after eating, abnormal 
bowel movements, GI pain, recurring reflex, gastritis, elevated LFTs and enlarged 
Uver/spleen. 

These medical issues were reported to Dr. Chung and Dr. Roy during my initial 
interview, and were included on my CCEP Phase 1 paperwork. I was dismayed in 
late September when COL Chimg tried to convince my wife and I that I had a soma- 
tization disorder. Especially when the above issues had not been addressed. I con- 
tacted Dr. Roy in writing, reference his note and “diagnosis” of somatization dis- 
order (19 SEP 94), with no reply. Dr. Chung referred us to Dr. Folensbee for a “more 
accurate” discussion. We were prepared for this meeting (25 OCT 94, 0800 hrs), to 
include researching the DSM III and DSM IV, reference somatization disorder and 
the new imdifferentiated somatization disorder. Dr. Folensbee initiated the meeting 
by stating if I did not accept this diagnosis and treatment, that when I was out of 
the service I would not receive any compensation. After a long confientational meet- 
ing, Dr. Folensbee could not support the diagnosis lAW the DSM IV, admitted he 
had not reviewed my previous medical history, and promised a more prepared dis- 
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cussion at the next follow-up. Several weeks later at the follow-up (7 NOV 94, 1100 
hrs), the same situation repeated itself. Dr. Folensbee again did not carefully review 
the extensively documented medical history, which would have helped to query any 
psychiatric diagnosis. I closed the meeting when Dr. Folensbee became extremely 
agitated. His frustration appeared to be due to our intensive preparation for the 
meeting, our ability to refute each of his points by using the DSM IV, and his con- 
tinued lack of knowledge reference my medical history. We immediately went to see 
Dr. Chimg, however he negotiated the situation by admitting to medical protocol 
problems and giving us consults to Cardiac and Gastroenterology. Thus, the cardiac, 
GI complaints and previous WRAMC lab findings were disregarded until after a So- 
matization Disorder Diagnosis was inaccurately documented and passed forward to 
Bethesda. Given the strong attempt to “railroad” this diagnosis through, I must sus- 
pect the validity of what is being reported to the board. 

The cardiac and GI consults (NOV 94-MAY 95) both revalidated the abnormali- 
ties found earlier. Additionally, the cardiac service diagnosed me with “Myocarditis- 
Chronic, Related to Environmental Causes and issued me an extensive and perma- 
nent “P2” profile. Gastritis was again found along with abnormal appearing esopha- 
geal tissue. The positive “Q” fever titers were not addressed imtU after my return 
to care by my WRAMC Infectious Disease physician. The increased cranial pressure 
and netirological symptoms stiU have not been re-evaluated by the military. 

In late March 1995, my wife asked Dr. Chung about the chances of a medical re- 
tirement for me. Dr. Chung stated “the only thing I will support is a 10% psy- 
chiatric discharge”. Thus, with the dociunentation provided by the other services at 
WRAMC and my primary care physicians, I submitted for a Waiver to Requirements 
of the Voluntary Early Retirement Program Due to Compassionate Medical Reasons. 
This was due to the extensive time spent away from my assigned unit, being at 
WRAMC for appointments for myself and my sick family members. Of note: I have 
not been on “sick call” since May 1991. The DA DCSPER approved the Early Retire- 
ment as an Exception to Policy on 21 MAY 95 and I retired effective 1 JUL 95. 

My VA medical examination was scheduled for a half hour on 31 JUL 95, but 
lasted over 2 hours. The VA doctor was dumbfounded at the documentation on my 
“retirement physical” and the fact that I was not medically retired. The Compensa- 
tion and Pension exam concurred with the retirement physical by my NON-CCEP 
doctor at WRAMC, and documented additional medical problems. By 1 SEP 95, I 
was rated at 80% service connected disabled. 

A major cycle started early the first week of SEP 1995. This event Divas docu- 
mented (6 SEP 95) at the Navy Hospital, Groton, CT as including Congestive heart 
failure, generalized edema, enlarged liver and enlarged spleen. I received a consult 
for a Cardiologist and proceeded to the Newington VA hospital. Since the initial 
visit to Newington the following problems have been documented; 

Cardiology: cardiomyopathy, enlsu'ged left atrium/ventricle, hypertension. 

NeurolopceJ Service: Additional evidence of neurological symptoms, optic nerve 
deunage, Dix-HaU-Pike test failxu-e. 

Optomology Service: confirmed Neiuologic finding of optic nerve swelling and dis- 
coloration, constriction of left eye peripheral vision (visual field loss), additional new 
diagnosis of Optic Neuritis. 

Gastroenterology Service: performs “EGD” scope procedure and reconfirms, by pa- 
thology (29 FEB 96), “Barrett’s Esophagus” and severe gastritis. 

By 23 OCT 95, I was increased to 100% service connected due to unemployability. 
On 31 JUL 96, I received a second Compensation and Pension exam as a require- 
ment for increasing toward 100% Total and Permanent Disability. 

Within the CCEP, the disregard of the dociunented medical issues identified by 
clinical evidence, seem to lead to questions on standards of care / standards of prac- 
tice. Additionally, in retrospect, I eun not sure what the mission or goals of the 
WRAMC CCEP were, and based on my experiences in the CCEP, the reporting 
methods must remain suspect. 

During this odyssey, I nave been seen by Cardiology, Gastroenterology, Internal 
Medicine, Endocrinology, Allergy, Surgery, Infectious Disease, Neurology, 
Opthamology and Nuclear Medicine services of 97th US Hospital-Frankfiirt, Hanau 
Krankenhaus, Wiesbaden USAF Hospital, Wstlter Reed Army Medical Center, Naval 
Hospital-San Diego, Weed Army Hospital, Groton Navy Hospital, VA Hospital 
Newington, CT and the Mayo Clinic. However, I have not been to a single sickcall 
appointment. I have had multiple tests and observations documented that record 
most of these chronic symptoms. 

It has been extremely difficult to coordinate a doctor’s appointment or obtain 
specimens, when all of these symptoms are present. It has been a very frustrating 
hit or miss situation. These chronic medical problems have been approached both 
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individxially and as part of a syndrome. No primary medical diagnosis has been 
made that explains this myriad of symptoms. 

ENCL.: 

1. S 3 rmptoms occiuri^ since April 1991 

2. Chronology of Major Medical Events Since 1991 

3. DiagnosisRecap by Medical Activity 

4. Retuement Phjreiral, 18 MAY 95 (found in subcommittee files) 

6. VA Compensation and Pension Exam, 31 JUL 95 (found in subcommittee files) 


Subject: Symptoms occurring since April 1991 

GASTRO SYMPTOMS 

Spleen — enlargement documented by WRAMC — Infectious Disease 

Groin pain when glands enlarged 

Diarrhea — emlosive, not with other viral symptoms 

Stool — ^loose but formed, associated with extreme gas, sample submitted at Weed 
Hospital 
Dark urme 

Appetite — swings erratically from zero to maximum 

CARDIAC SYMPTOMS 

Palpitations — extreme fatigue, chest pain felt during strong cycles 
Arrnythnms — ^PVCs, Bigemi^, Trigeminy, Couplete with discomfort 
Exercise intolerance/Fatigue/Shortness of breath on exertion 

NEUROLOGICAL SYMPTOMS 

Dizziness — not always associated with fatigue 
Forgetfulness — completely out of previous character 
Pins and needles slm sensations, face and arms — ^irregular 
Vision problems 

Sleep Apnea and abnormal sleep cycles 

DERMATOLOGICAL SYMPTOMS 
Rash Facial — still present after cortisone treatment 

Skin Patch — ^Ring Worm like, unresponsive to treatment, note from 9 APR 92 
Rash Body — smaU red blisters that come at the end of cycles 
Hair falls out abnormally, comes in white 

MISCELLANEOUS SYMPTOMS 

Lymphnodes — enlarged nodes now being scared over, seen on biopsy 
Nocturnal Temperatures (while awakeV^ocumented by Walter Reed AMC 
Nocturnal Sweats (while awake) — ^from knees to toes, documented by Walter Reed 
AMC 

Internal pain lower back — ^non-muscular/skeletal 
Bleeding gums — ^multiple dental exams reveals no disease 
Hot flasnes/flushing 


16 DEC 90 .. 
28 DEC 90 .. 
2 JAN 91 .... 

20 JAN 91 .. 

22 FEB 91 .. 

23 FEB 91 .. 
28 FEB 91 .. 
16 MAR 91 . 

1 APR 91 .... 
Late APR 91 

08 MAY 91 . 


09 MAR 91 
08 MAY 91 


Arrived in Dhahran, Cement City 
Moved to Sea Side C!ity 
Moved to Tactical Assembly Area Henry, 
3AD Advanced 
First PB tabs taken 
VII Corps mtg., anthrax shots received 
Crossed into Iraq 

TAA Victory; N29/57/06E47/05/02 (Iraq) 
TAA Camelot; N29/37/00E47/45/30 (Ku- 
wait) 

Safwan Refugee Mission starts 
Start feeling ill, multiple visits to flight 
surgeon 

Convoy to KKMC; very Ul, KKMC Emer- 
gency Room 
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09 MAY 91 

12 MAY 91 

14 MAY 91 

19 MAY 91 

20 MAY 91 
28 MAY 91 

20 DEC 91 
06 JAN 92 

15 APR 92 

21 APR 92 

17 AUG 92 

22 OCT 92 

01 DEC 92 

13 DEC 92 

09 JAN 93 
21 NOV 93 

12 MAY 94 

13 MAY 94 

10 JUN 94 

02 AUG 94 
19 SEP 94 . 

03 JAN 95 

23 MAR 95 
06 APR 95 
21 APR 95 

18 MAY 95 

31 JUL 95 . 
6 SEP 95 ... 

23 OCT 95 
31 JUL 96 . 


Leishmanisis 

Q fever 

Esophageal dismotility 

Gastritis 

Joint disease ... 

Chemical hepatitis 

Reflux disease 

Degenerative arthritis .. 

Optic neuritis 

Pseudo cerbrial tumor . 
Left atrial enlargement 


11 MAY 91 Inpatient KKMC; Gastroenteritis, severe 

N/V/D 

0800 hr. — KKMC hospital Emergency 

Room 

Final convoy to port 

Return flight to Germany 

Health Hazardous Duty Statement 

Suspected heart attack, admitted 97th 

General Hospital 

Second bleeding episode 

19 MAR 92 “Medevaced” to WRAMC; Visit #1, SUR- 

GERY 

Discharge Summary, WRAMC 

Aviation service terminated 

L4-5-S1 degenerative disk disease 

Profile; P2; Gastroesophageal Reflux Dis- 
ease 


13 JAN 93 “Medevaced” to WRAMC; Visit #2 

13 JAN 93 Family medevaced to WRAMC 

Dr. Kester Letter, Hospital Summary 

09 DEC 93 WRAMC; Visit #3 


Memo, Weed Hospital, PAD, ref. GWI di- 
agnosis 

Memo to Surgeon General Army; REF 

GWI of family 

Dr. Harvey Memo; GWI and support re- 
tirement 

CCEP Enrollment 

Dr. Roy (CCEP) “diagnosis” of somatiza- 
tion disorder 

NON-CCEP diagnosis — Barrett’s Esoph- 
agus 

Dr. Chung (CCEP) “only a 10% psy- 
chiatric discharge” 

Dr. Kester Memo; GWI and support re- 
tirement 

NON-CCEP diagnosis; Myocarditis — 

Chronic 

WRAMC; Retirement Physical, 20 diag- 
nosed problems 

VA Medical Exam #1, Newington, CT 

Major event documented, Groton Navy 

Hospital 

100% disability rating by VA 

VA Medical Exam #2, Newington, CT 

BARRY S. KAPPLAN: DIAGNOSIS RECAP 


1^94 mert^May VAJul95 VAJul% 


X 

X XXX 

X XXX 

X XXX 

X XXX 

X 

X XXX 

X XXX 

X 

X 

X XXX 
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BARRY S. KAPPLAN: DIAGNOSIS RECAP— Continued 


VAJUI95 VAJul% 

Somatization disorder 

Sleep apnea 

Dermatology condition 

Chronic fatigue syndrome 


X 


X 

X X X X 

X X X X 


Mr. Shays. T hank you very much, Mr. Kapplan. 

Mrs. Kapplan. 

Mrs. KAi»PLAN. My name is Nancy Kapplan, and I am the wife 
of a Gulf war veteran. We have four children who were all bom 
prior to Desert Storm. Our oldest son, Jacob, is 12. Our twins, 
David and Ariel, are 9 and our youngest, Taryn, is 7. 

We have come to speak to you today about the damage that my 
husbEuid’s service in the Gulf has wrecked on our health, our secu- 
rity and our dreams for the future. I have given you a chronology 
of the medical issues that have plagued our lives since the day I 
opened my husband’s duffle bag in our small apartment in Gfer- 
many. 

Within 3 weeks of handling 

Mr. Shays. Mrs. Kapplan, I am really sorry to interrupt you. I 
just want to make sure we are all hearing you, and it is a little 
difficult. 

Mrs. Kapplan. That is fine. Within 3 weeks of handling the wet, 
soiled clothing, the two boys and I were diagnosed with asthma. 
Within the next 3 months, my husband was hospitalized in Saudi 
Arabia and again in Frankfurt, Germany. Our daughter Taryn was 
also hospitalized for 6 weeks after I stored my husband’s bags in 
her room. She was 21 months old at the time. She had toxic shock, 
gangrene and necrotizing fascitis. 

Over the last 5 years, Barry has been MEDIVACed to Walter 
Reed Army Medical Center twice. Our entire family was 
MEDIVACed there once and finally my husband’s orders were can- 
celed for his next assignment and we were transferred to Fort 
Meade at the recommendation of the Infectious Disease Depart- 
ment at Walter Reed, so that we could participate in the govern- 
ment Comprehensive Clinical Evaluation Program there. 

Despite extensive, documented abnormal results and tests, the 
CCEP diagnosed us both with somatoform disorder in October 
1994. Barry was evaluated by cardiology at Walter Reed in March 
1995 and was diagnosed with chronic myocarditis related to envi- 
ronmental causes. 

The physician at Beaumont, which is in El Paso, sent me docu- 
mentation of other biopsy reports that he had done that showed 
damage to the heart muscle from a toxic substance that the pathol- 
ogist had been unable to identify. 

At that time, my husband received a P-2 profile preventing him 
from being redeployed to the Gulf. He was still on active duty. On 
his retirement physical, as he said, his primeiry care physician doc- 
umented 20 significant problems. They included sleep apnea, in- 
creased intracranial pressure, chemical hepatitis, chronic Q fever. 
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positive Leishmania titers, degenerative arthritis, Barrett’s esopha- 
gus, and those are just a few. 

Despite these debilitating conditions, the head of the CCEP, Dr. 
Ra 3 nnond Chung, stated that he would support a 10-percent psy- 
chiatric discharge for my husband and it was only through a waiv- 
er to the early retirement requirements for compassionate medical 
reasons that we were able to retire in July 1995. 

Compensation and pension exams at our local VA hospital sup- 
port the health problems related to chemical exposures. In addition 
to many problems my husband suffered prior to his retirement, we 
have recently been told that he has pseudo-tumor cerebri. That is 
a problem like you have a tumor but there is no tumor. This has 
caused damage to his optic nerves, loss of peripheral vision, dizzi- 
ness, numbness and tingling of face and arms, difficulty with short- 
term memory and a slow progressive deterioration in his cognitive 
function. 

He had a spinal tap at the Mayo Clinic in 1994. We brought the 
information that we had from the Mayo Clinic that showed abnor- 
mal test results to the Comprehensive Clinical Evaluation Pro- 
-am. We requested at that time that his neurological evaluation 
include a spinal tap and we were told that the results were not 
clinically significant. When this was followed up in the VA hospital 
in February 1996, they did indeed at that time diagnose him with 

E seudo-tumor. They do not know what caused it, they do not 
now — ^the treatment that he is on right now, which is diuretics, 
is not affecting it. 

I feel that if they had evaluated him during the CCEP that per- 
haps he would not have lost his peripheral vision and perhaps the 
short-term memory loss and cognitive dysfunction would be less if 
they had attempted some type of treatment. 

Our family continues to be plagued with numerous infections re- 
quiring long-term use of antibiotics. Just this winter alone, we 
have dealt with strep infections not responsive to antibiotic ther- 
apy, abscesses of the retrophyarangeal areas, pneumonia, cellulitis 
and viral illnesses requiring hospitalization for IV hydration. It is 
obvious to me that there was a significant insult to our immune 
system which has precipitated these medical problems. 

I truly believe Barry was exposed to chemical and/or biological 
agents which destroyed his headth and the health of his fellow sol- 
diers. I also feel the children and I were exposed to the agents 
when we handled his soiled clothing. 

Our daughter Tarsm is a direct casualty of the war. As an infant, 
she slept in the very room I stored his returning clothes and mili- 
tary items in. She has felt the effects of Gulf war illnesses as sure- 
ly as any soldier. She continues to deal with her chronic abdominal 
pain on a daily basis and is very brave and has a stoic outlook. 

Despite the reams of medical records listing these medical prob- 
lems, there have been no answers regarding the probable causes of 
these issues. Even after meeting with Stephen Joseph, Susan Bai- 
ley, John Deutch and Mrs. Clinton at the request of Dr. Chung, I 
continue to feel betrayed by the Department of Defense. Through 
their continued lies, coverups and disinformation campaign, they 
are per^trating a fraud on the American people and discrediting 
the soldiers and their families. 
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The cost of their coverup is home by the very men and women 
who have fought for their coimtry, their families and their friends 
and the loss is too hard to bear. They count their losses in friends, 
in children, wives, husbands, hopes and dreams. 

Where are General Schwzirtzkopf, General Powell and the other 
commanders who have a moral obligation to their soldiers? I feel 
that accountability in this issue is very important and that the 
DOD, Dr. Joseph, the people in the VA, need to be held accountable 
for what they are reporting. I think that the disinformation cam- 
paign the DOD is doing has discredited the soldiers. 

I have a whole biinch more to say, but my time is up. 

[The prepared statement of Mrs. ^pplan follows:] 

Prepared Statement of Nancy Kapplan, Registered Nurse, Southington, CT 

My name is Nancy Kapplan and I am the wife of a Gulf War veteran. My husband 
was deployed to the Gulf with the 3rd Armored Division in mid-December 1990. He 
took civilian clothing as he was designated a purchasing agent for his unit. Before 
the onset of the groimd war, in February of 1991, he sent his civilian clothing and 
personal items home. At the time we were stationed in Hanau, FRG which is rel- 
atively close to Rhein Main Air Base. Because of the proximity to the airbase and 
a close rapport in the unit, I was notified that his bags had arrived in a very timely 
manner. I received them within twenty-four home of his shipping them home. The 
bags were wet and the clothing was stained when I opened and sorted them in our 
stairwell apartment. The children were with me and handled the clothing prior to 
washing. 

In early March I noticed Jacob and David, our two sons, wheezing and having a 
productive cough. I brought them into the clinic where they were diagnosed with 
asthma. I was also experiencing shortness of breath, a productive cough, and chest 
discomfort. I was also diagnosed with asthma. I was surprised as we had no family 
history of asthma. As a nurse I was aware that there were environmental triggers 
for allergy induced asthma, however this was our second full year in Germany and 
we had no prior problems. I was also surprised that three of us had received the 
same diamosis within a short time. 

In the bemnning of Anril 1991, Barry was told that due to the 3rd Armored Divi- 
sion being deactivated, he was to start mailing his unneeded personal effects home. 
Similar to the pre-ground war mailings, these items got home very rapidly. I stored 
these boxes and footlockers in our daughter Taryn’s room. The twins were still too 
young, but Jacob was very interested in playing with Daddy’s “Army stuff”. The 
children and I sorted, shook out, and washed each piece of his gear and the war 
souvenirs he sent home. 

Barry returned home on 19 May 1991, after his hospitalization in Saudi Arabia. 
He was a shadow of the man who deployed in December. He had lost sixty pounds. 
He was extremely short of breath, unable to cUmb a flight of stairs without resting. 
He had a productive cough and the sputum was very dark. He also had severe pain 
in the left subscapular area. Chest pain and paroxysmal coughing were recurrent 
symptoms. At night he would sweat so much the sheets would be soaked by morn- 
ing. His gums bled profusely eind when he spoke you could see blood oozing down 
his teeth. Whenever he ate, he had explosive diarrhea, at times mucousy and blood- 
tinged. His face was so ruddy, he look^ as if he had sunburn. 

Within two weeks of his retimi he was hospitalized for a ventricular arrhythmia 
and to rule out a myocardial infarct. He was discharged after a heart attack was 
ruled out. The flight surgeon. Major Kari Hodges, ignored his complaints. After an 
evaluation at Wiesbaden Air Force Hospital which documented his new onset ar- 
rhythmia and extreme hypertension, we were told it was a preexisting condition. 
When we disputed this based on Barry’s multiple annual flight physicals we were 
told it was either withdrawal finm caffeine and nicotine or P.T.S.D. 

FiutJier follow-up at the 97th General Hospital (Frankfort, FRG) indicated an 
esophageal dyrsmotility problem and he was placed on Procardia to alleviate some 
of his reflux problems and the premature ventricular contractions of his heart. 

In December of 1991 Barry was hospitalized for an upper G.I. bleed. Because of 
the continuing symptoms, and the worsening problems with reflex Barry was 
airevaced to Walter Reed Army Medical Center (WRAMC) for further evaluation. At 
that time he was hospitalized for three months, received an extensive evaluation 
and a Nissan Fimdaplication done. 
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Five weeks after Barry came home our daughter, Taryn, became ill. We initially 
thought it was just a case of chicken pox, as our other children were in various 
stages of the disease. She developed black blood-blister like pustules on the right 
side of her body. She ran fevers of 104.5 to 105.2, which did not respond to Tylenol 
and tepid baths. She eventually developed significant swelling of the right side of 
her face and body. The swelling was completely unilateral and did not extend left 
of midhne. After six visits to the cHnic she was finally admitted to the 97th General 
Hospital under the care of Dr. Ralph Ergas. At the time of her admission her condi- 
tion was so unstable he told me he was unsure she would survive the afternoon. 
Over the next three days her condition appeared to stabilize on large doses of anti- 
biotics and antiviral medication. On Tuesday, her fifth hospital day, she remained 
critically ill. Dermatology and surgical specimists were consulted as well as Dr. Bill 
Raszka, an infectious disease fellow at WRAMC. After surgical debridment and a 
change in her antibiotics her condition slowly improved. Her discharge diagnoses 
were gangrene, necrotizing fascitis, and toxic shock S 3 mdrome. 

We were reassigned to Ft. Irwin, CA. Taryn was having continued complaints of 
abdominal pain and discomfort. I noticed she was having soft, fluffy stools that were 
foul smelling. She slept on three or four pillows and would awaken often at night. 
During meals she would leave the table to have a bowel movement. She also com- 
plained of leg pain and appeared to tire very easily. These symptoms were very 
similar to my husbands. 

In October of 1992 I developed severe chest pain during inspiration and was seen 
at the emergency room at Ft. Irwin. I was diamosed with pleurisy and also noted 
to have some scarring on my lung. I was treated prophylacticly with INH for a posi- 
tive conversion in my TB skin test in high school and now changes in my chest x- 
ray. 

On 1 December 1992, my husband was medevaced to WRAMC for his second inpa- 
tient evaluation for “Gulf War Syndrome”. Due to the overwhelming similarities in 
symptoms, Walter Reed Infectious Disease consulted with Weed Army Hospital, Ft. 
Irwin, CA and the entire family was medevaced to WRAMC for evaluation. This was 
an almost unheard of action by WRAMC. The USO, Ft. Myer, VA donated an apart- 
ment for our family during the month long evaluation. The children were seen and 
examined by Dr. Raszka. Taryn and Jacob were evaluated more extensively based 
on their symptoms. Taryn was seen by Dr. James Noel, a pediatric gastroenteroloCT 
fellow. He recommended calorie counte, .stool samples and at a later date, a possime 
endoscopy. 

Upon our retxirn we followed up with our pediatrician. Dr. Malone. Calorie counts 
done by the dietitian showed a caloric intake of between 600 and 800 calories a day. 
When supplemental feedings were attempted her abdominal pain became worse. In 
May of 1993 we were referred to Loma Linda Medical Center for additional testing. 
Taryn was diagnosed with esophamtis, gastritis, chronic nonspecific inflammation of 
the colon and failure to thrive. These G.I. diagnoses are consistent with the diag- 
noses Bany received during his initied evaluation at WRAMC. Jacob was also seen 
at Loma Linda and diagnosed with Chronic Fatigue Syndrome. 

In August of 1993 Taryn ageun developed a high fever and difficulty swallowing. 
She was admitted to Weed Aimy Hospital with a diagnose of sepsis. She was dis- 
charged after a week of antibiotics. Her weight gain continued to be poor and her 
nonspecific complaints continued. She was started on Periactin to increase her appe- 
tite with some success. 

Ariel was seen for celluUtus of the umbilicus in January of 1994. She has since 
had cellulitus two more times. Pseudomonas, an organism found in debilitated pa- 
tients, was cultured out of her wounds. 

Dr. Saunders, a flight surgeon at Weed Army Hospital evaluated me in April of 
1994 for complaints of excessive fatigue, enlarged lymph nodes, right upper quad- 
rant pain and a palpable spleen. He suspected mononucleosis, however the blood 
tests were negative and no further follow-up was done. 

Barry and Taiyn were further evaluated in May 1994. Barry was seen at the 
Mayo Clinic where an enlarged left atrium was reconfirmed, an elevated 
intracranial pressure reading was noted along with an increased number of 
lymphoc)rtes in the fluid. His fever titers remained elevated and were again reported 
to the CDC. 

Taryn was seen at the Children’s Hospital of Dallas where the findings from 
Loma Linda were reconfirmed. They also noted a decrease in one of her 
immimoglobulin subclasses. 

We were transferred to Ft. Meade at the recommendation of the Infectious Dis- 
ease Service at WRAMC in July of 1994. In August of 1994 Barry began the Com- 
prehensive Chnical Evaluation Progreun. In our discussion with Dr. Raymond 
Chung, we agreed with his decision not to repeat the extensive medical testing that 
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had already been done. He stated, “That would be a waste of money.” We under- 
stood that this data would be included in the CCEP record. Throughout August 
Barry was evaluated by Neurology, Pulmonary, Dermatology, and the Sleep Study 
Center at WRAMC. These were all closed consults, meaning that each specialist 
would complete an independent evaluation and provide recommendations based on 
their findings. We were told by Dr. Chung, in one of our initial meetings, that he 
and Dr. Michael Roy would review the ev^uations and, based on the total picture, 
would identify pertinent medical problems and outline a plan of care. 

As Barry and I spoke with Dr Chung about the numerous medical issues our fam- 
ily had l^n dealing with, he expressed concern for the children. At his rec- 
ommendation we enrolled the children in the CCEP program. He stated that any 
problems I was experiencing were most likely related to stress, however it would 
be prudent for me to be evaluated at this time also. I was also evaluated by Neurol- 
ogy, Puhnonaiy, Psychiatry, Gastroenterology and Neuropsychology. 

Dr. Cheyne, of G.I., did a complete evaluation and identified esophagitis, gastritis, 
and an H. Pylori infection for which Barry and 1 have both been treat^. Taryn, 
Barry, and I have similar G.I. diagnoses. Our other children have similar symptoms 
but have not been evaluated at this time. 

My rheumatology evaluation identified a polygammopathy, an elevated sedi- 
mentation rate, chronic anemia, lymphadenopathy, and, subsequent bone marrow 
biopsies show nonspecific abnormrdities. The abnormalities may be consistent with 
chronic infections but no causative agent has been isolated. 

Taryn’s journey through the CCEP was pretty much self directed. Dr. Poley would 
follow-up on the recommendations of the specialists, if I asked him to. Otherwise 
it was “do it yourself’ medicine. Rheumatology identified a mild myopathy in her 
legs. Immunology was unable to explain why she had a poor response to a vaccina- 
tion given to challenge her immune system. She was vaccinated with a Pneiunovax 
vaccine. However her body only mounted a response to one of the fifteen pneu- 
monia’s she should have been protected against. The G.I. work-up under the direc- 
tion of Dr. Pineros and Dr. Noel was suspect. They stated she was fine and her biop- 
sies reviewed from both prior endoscopies were normal. Please note the AFIP report 
enclosed. We have had another endoscopy performed at the Children’s Medical Cen- 
ter here in Connecticut that continues to snow esophagitis and nonspecific gastritis. 
She continues with the same cyclical complaints and at seven years old weighs thir- 
ty-nine pounds. 

As of June 1995, WRAMC has diagnosed Ba^ with Barretts esophagus, a 
precancerous condition of the esophagus, and chronic myocarditis related to environ- 
mental causes. His neurological problems were not evaluated despite recommenda- 
tions from the Mayo clinic for a repeat spinal tap. This was deemed unnecessary 
by Dr. Chung. His retirement physical addressed twenty problems, to include sleep 
apnea, chemical hepatitis, chronic Q-fever and the problems noted above. 

The CCEP and Dr. Chung reported a diagnosis of somatoform disorder to the 
CCEP reviewer committee. 

Although Dr. Chung stated he could only support a ten percent psychiatric dis- 
charge we were granted a waiver to the early retirement requirements for compas- 
sionate medical reasons. My husband is one hundred percent disabled by the V.A. 
Further evaluations at the V.A hospital have dociunented increased intracranial 
pressiue-cause unknown. He has damage to his optic nerves and is losing his pe- 
ripheral vision. He continues to have numbness and tingling in his face and upper 
extremities. His short term memory is poor and his cognitive function is slowly dete- 
riorating. This is in addition to the sdready documented cardiac, gastrointestinal, 
dermatology, and infectious disease issues we are already dealing with. 

This first year of retirement has brought further confirmation of the medical is- 
sues facing our family. Another endoscopy for Taryn revealed continued esophagitis, 
gastritis and gastro-esophageal reflux disease. She is currently being treated with 
Pepcid and Bentyl with little relief of her symptoms. Ariel has had pneumonia and 
numerous strep infections this winter. Jacob and David have also had multiple strep 
infections, while Jacob developed retro-pharyageal abscesses. Because of the break- 
through infections while on antibiotics, the entire family was placed on antibiotics 
for six weeks. 

Barry has had follow-up studies at the V.A. which reconfirmed Barrett’s esopha- 
gus, esophagitis, gastritis and reflux disease. The neurologist has performed another 
spinal tap based on the recommendation of the Mayo clinic studies. His neurological 
deficits are directly related to the increase in intracranial pressure. Treatment with 
divuretics is not working and there is discussion of therapeutic spinal taps to relieve 
the pressure. 
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My repeat lab work and bone marrow biopsies remain abnormal but nonspecific. 
The oncologist feels my symptoms and abnormal test results could be consistent 
with some type of chronic infection. 

We still have no definitive answers and continue to fight these problems in the 
dark. The DOD needs to release all the information they have on the exposures the 
soldiers had. It is only at that point that the medical community will no longer have 
to hunt for the needle in the hay stack that GWI has become. 


Subject; Chronology of Medical Events Since January 1991 

FEB 1991 — Received Barry’s Class A .^ent clothes and other items. 

MAR 1991 — David, Jacob, and I are diagnosed with asthma. 

APR 91 — Received Barry’s shipments from Iraq and Kuwait. 

19 MAY 91 — Barry comes home sick. 

28 MAY 91 — Barry, 97th General Hospital, Cardiac distress. 

28 JUN 91 — ^Taryn, 97th General Hospital, Toxic Shock Syndrome, Gangrene and 
Necrotizing Fascitis. 

21 DEC 91 — Barry, 97th General Hospital, Severe Upper G.l. Bleed. 

6 JAN 92 — Barry, Medevaced to WRAMC. 

11 FEB 92 — Barry, WRAMC, Nissan fiindapUcation. 

19 MAR 92 — Barry is discharged from WRAMC. 

1 DEC 92 — Barry medevaced to WRAMC. 

13 DEC 92 — Family is medevaced to WRAMC for an evaluation. 

JUL 93 — Taiyn and Jacob, Loma Linda Medical Center, CA. 

AUG 93 — Taiyn is admitted to the hospital for sepsis. 

JAN 94 — ^Ariel is diagnosed with ceUuUtus of the umbilicus. 

APR 94 — ^Nancy, enlarged spleen, mononucleosis is ruled out. 

MAY 94 — ^Taiyn, Children’s Hospital of Dallas, validate Loma Linda findings. 

MAY 94 — Barry, Mayo Clinic, enlarged left ataiurn, abnormal intracranial pressure. 

2 AUG 94 — Vfe begin the Comprehensive Chnical Evaluation Program. 

OCT 94 — Ariel again has cellulitus, this time of the right thigh. 

NOV 94 — ^Taiyn is hospitalized for rehydration and viral illness. 

JAN 95 — ^Taryn is hospitalized for rehydration and viral illness. 

MAY 95 — ^Taiyn, WRAMC, Continued Evaluation: unidentifiable organisms in stom- 
ach biopsies, abdominal pain, fluffy stools, lethargy, abnormal immunoglobulin 
subclasses. 

Nancy, WRAMC, Continued Evaluation: granuloma — right lung, abnormal bone 
marrow values, chronic anemia, a polygammopathy, an elevated sedimentation rate, 
exercise induced asthma, and chronic inflammation of the vulva. 

Jacob and David have allergies and asthma. Jacob has recurring abdominal pain. 
David also has chronic sinus problems. 

Ariel’s evaluation has been cursory. 
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Mr. Shays. Let me just say, I was asking a question when you 
made one comment, I just want to — ^you have how many children? 

Mrs. Kapplan. I have four children. 

Mr. Shays. And the health condition of the four children, de- 
scribe each. 

Mrs. Kapplan. My son Jacob is plagued by chronic infections. He 
had abscesses in the back of his throat ju,st this past winter alone. 

My son David and Jacob were diagnosed with asthma, as I was, 
after handling my husband’s soiled clothes. 

My daughter Ariel has chronic skin infections. She has had pneu- 
monia and strep throat this past winter. 

My youngest child Taryn seems to be the one that is most signifi- 
cantly affected. She is 7 years old. She weighs 39 pounds. She has 
failure to thrive. She has chronic esophagitis and gastritis, as well 
as chronic abdominal pain. 

Her immune system does not respond appropriately. When she 
receives vaccinations, she does not mount a response to them. 

Mr. Shays. And she was in the room where 

Mrs. Kapplan. Where I stored his baggage. 

Mr. Shays. She was healthy before that? 

Mrs. Kapplan. She was perfectly healthy before that. 

Mr. Shays. Thank you. 

Mr. Roberts. 

Mr. Roberts. Thank you. My name is Nick Roberts. I served 
with Naval Mobile Construction Battalion 24. I was assigned to the 
Air Detachment just a few miles south of the Port of A1 Jabayal, 
Saudi Arabia. 

On January 20, 1991, I was awakened by a loud explosion. Run- 
ning to the bunker, I heard a second explosion and noticed a large 
fireball toward the port. 

Once in my assigned bunker, I put on my gas mask. We all sat 
there for approximately 20 minutes and then the all clear was 
given. We left the bunker emd went outside. I estimate that half 
of the unit returned to their tents and the other half remained out- 
side talking. I was one of the men outside talking. 

Within just a few minutes, my arms, neck and face were sting- 
ing. My lips felt numb and I had strange taste in my mouth like 
copper peimy or perhaps a metallic taste better describes it. 

Some say a mist came over the camp. I do not remember a mist, 
but more of a fog. 

Just about the time we all concluded that we had been hit with 
something, chemical alarms began sounding. Alarms were going off 
everywhere. Marines camped nearby began to yell, “Go back to 
your bunkers. We have all been gassed.” 

Once back in the bunker, we were ordered to MOPP level four. 
Radio transmissions were coming in, “Confirmed gas attack. I re- 
peat, confirmed gas attack. All stations go to MOPP level four.” 

Soon afterwards, decon teams were called out and our chemical 
officer found two positive readings for lewisite smd mustard gas. 

We stayed at MOPP level four for about 1 hour and then we 
were given the all clear once again. Afterwards, many of us went 
to the water tank and washed ourselves down to stop the stinging. 

My first symptoms were redness of the skin and welts on my 
chest by afternoon. The cause of my symptoms is chemical expo- 
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sure, not to mention the overall exposure from fallout due to inten- 
sive bombing to chemical and biological plants, radiation fallout 
from thousands of deleted uranium rounds used by the United 
States, exposure to vaccines, nerve gas pills and months of breath- 
ing smoke from more than 300 oil well fires. 

Gulf war veterans are siiffering from chemical poisoning. It’s just 
that some veterans were exposed to more chemicals then the oth- 
ers. 

To top off January 20, 1991, our commander explained that what 
we had witnessed were sonic booms. Sonic booms do not sting your 
skin or make your lips go numb. In addition, on January 21, 1991, 
our gas mask filters and chemical suits were exchanged for new 
ones. 

As the days and weeks followed, my s 5 miptoms began to grow in 
number: rashes and small blister-like bumps appeared, fevers, 
night sweats, flue like symptoms, just to mention a few. After 
about a month, my lymph glands were swollen and my joints hurt. 
It was like having the flu around the clock with extra symptoms. 

Once home, we asked for medical help. We were promised medi- 
cal care and testing. That never came about. After 1 year, we were 
turned over to the Department of Veterans Affairs. The Navy sim- 
ply said that they were not set up to take care of our medical 
needs. 

I began going to the VA in Tuskegee, AL. I made several trips 
and each time tubes of blood were drawn and pictures were taken 
of my rashes and infected leg. I had chest x rays and they took hair 
samples, skin samples, and other samples. 

After my visits, one doctor wanted to have a biopsy done due to 
the persistent swollen lymph glemds. The surgeon denied the doc- 
tor’s request £md told me I was fine. I never got any medication 
from the VA, nor was I ever diagnosed by the VA. 

I sought private medical help at this point. Within 6 to 8 weeks 
of testing and a biopsy of my lymph gland, I was diagnosed with 
non-Hodgkin’s lymphoma, cancer, in stage three. I was started on 
chemotherapy 2 days later. So far, I have had three series of chem- 
otherapy, each lasting 6 months. 

The symptoms that I have been suffering from now include dizzy 
spells, loss of balance, ringing ears, fevers which are now every 
night, spells where I fall down, fatigue, joint pain and mainly at 
night severe leg cramps. 

I have been rated at 100 percent service-connect, total and per- 
manent, for lymphoma cancer. The VA has paid for my chemo- 
therapy treatments thus far. However, after my last treatment, I 
received a phone call from the Tuskegee VA that from now on I 
would have to seek medical treatment from the VA hospitals or pay 
my own medical bills. 

In a comparison made by former Chief Larry Perry of Battalion 
24, by the end of 1993, 399 men out of 758 had been put out of 
the service because they were medically unfit and medically re- 
tired. I will forward this to the committee and ask that it be placed 
on the record. 

One other point of interest I would like to make is that I along 
with many others from Battalion 24 have undergone intensive test- 
ing which was privately funded for the past 3 years. We hope that 
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we will have the results within the next 3 to 4 weeks. This study 
will help me and others who claim they were exposed in the A1 
Jabayal area on January 20, 1991. 

I would like to thank the committee for allowing me to present 
my oral and written statement for the record. 

Thank you. 

[The prepared statement of Mr. Roberts follows;] 

Prepared Statement of Nick Roberts, Persian Gulf War Veteran 

My name is Nick Roberts. I served with Naval Mobile Construction Battalion 24. 
I was a Petty Officer 2nd Class and held a rate of builder. I was assigned to the 
Air-Detachment at King Abdul Aziz Stadium just a few miles south of the Port of 
A1 Jabayl, Saudi Arabia. 

On January 20, 1991, I was awakened by a loud explosion. Running to the bunk- 
er, I heard a second explosion and noticed a large fireball toward the Port. 

Once in my assigned bunker, I put my gas mask on. We all sat there for approxi- 
mately 20 minutes and then the aU clear was given. We left the bunker and went 
outside. I estimate that half of the unit returned to their tents and the other half 
remained outside talking. To the best of my knowledge there were 112 men assigned 
to the Air-Detachment. 

I was one of the men outside talking. Within just a few minutes, my arms, neck 
and face were stinging, my lips felt numb and I had a strange taste in my mouth, 
like a copper penny, or perhaps, a metallic taste better describes it. 

Some say a mist came over the camp. I do not remember a mist, but more of a 
fog. 

Just about the time we all concluded we had been hit with something, chemical 
alarms began sounding. Alarms were going off everywhere. Marines camped nearby 
began to yeU, “Go back to your bunkers. We have been gassed.” 

Once inside the bunker, we were ordered to mopp level four. Radio transmissions 
were coming in, “Confirmed gas attack. I repeat, confirmed gas attack. All stations 
go to full mopp level four.” 

We stayed at mopp four about one hour and then we were given the all clear once 
again. Afterwards, many of us went to the water tank and washed ourselves down 

10 stop the stinging. 

My first synmtoms were redness of the skin and welts on my chest that afternoon. 

The cause of my symptoms is very obvious. I stand by my charge, as I have from 
the very beginning, of ^emical exposure, not to mention the overall exposure from 
fall out due to intensive bombing to chemical and biological plants, radiation fall out 
from thousands of depleted uranium roimds used by the United States, exposure to 
vaccines and nerve gas pills, and months of breathing smoke from more than 300 

011 well fires. I do not see how you could call it anything else. 

Gulf War veterans are suffering chemical poisoning. It is just that some veterans 
were exposed to more chemicals frian others. 

To top off January 20, 1991, our commander explained that what we had wit- 
nessed were sonic booms. I did not buy it then and still do not. Sonic booms do not 
sting your skin or make your lips go numb. In addition, on January 21, 1991, our 
gas mask filters and chemical suits were exchanged for new ones. 

As the days and weeks followed my symptoms began to grow in number; rashes 
and small blister like bumps appeared, fever, night sweats, and flu like symptoms, 
just to mention a few. After about a month my lymph glands were swollen and my 
joints hurt. You just got used to it. It is like having the flu around the clock with 
extra symptoms. 

The camp medic handed out Motrin for the pain and fever, antibiotic cream for 
the rashes and sores. 

Once home, we asked for medical help. We were promised medical care and test- 
ing. That never came about. After one year, we were turned over to the Department 
of Veterans Affairs (VA). The Navy simply said they were not set up to take care 
of our medical needs. 

I began going to the VA in Tuskegee, Alabama. I made several trips and each 
time seven or eight tubes of blood were drawn and pictures were taken of my rashes 
and infected leg. I had two chest X-rays and they took hair samples, toe and finger 
nail clippings, skin samples, saliva, urine, and stool samples. 

After my visits, one doctor want^ to have a biopsy done due to persistent swollen 
lymph glands. I made another trip to see the surgeon. He denied the doctor’s re- 
quest and told me I was fine. 
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I never got any medication from the VA, nor was I ever diagnosed by the VA. 

I sought private medical help at this point. Within six to eight weeks of testing 
and a biopsy of my lymph gland, I was diagnosed with non-Hodgkin’s lymphoma, 
a cancer, in stage three. I was started on chemotherapy two days later. So far 1 have 
had three series of chemotherapy, each lasting six months. A test next week will 
tell if more is needed. 

The symptoms that I have been suffering from include dizzy spells, loss of bal- 
ance, ringing ears, fevers which are now every night, speUs where I fall down, fa- 
tigue, joint pain and mainly at night, severe leg cramps. 

After trying to get medical help from the Navy and the VA for nearly 1 1/2 years 
and failing, I have gotten medical help from private doctors. I would have died like 
many others if I had waited for help from the VA. 

I have been rated at 100% service connected disability, total and permanent, for 
lymphoma cancer. I do admit the VA has paid for my chemotherapy treatments thus 
far. However, shortly after my last treatment, 1 received a phone call from the 
Tuskegee VA that from now on 1 would have to seek medical treatment from VA 
hospit^s or pay my own medical bills. 

Pvt the veterans first. 

Let me give you an update on cancers Persian Gulf veterans are suffering from. 
On November 10, 1993, I testified about chemical exposure and the many cancers 
that were popping up. At the time, I only had approximately 174 cancers on my list. 

Here are some numbers I think that need to be looked at. The committee very 
likely has this information already. The following information comes from a con- 
fidential source. 


GULF WAR VETERANS' DEATHS FROM CANCER 



Year 

No. of deaths 

1991 


46 

1992 .... 


231 

1993 .... 


441 

1994 .... 


596 

Total 


1,314 

GULF WAR VETERANS WITH CANCER 


Year 

No. with cancer 


1991 

1992 

1993 

1994 

1995 


51 

250 

454 

610 

680 


Total 


2,045 


That is 3,359 cancers within the VA system, and 1 think these numbers are even 
higher. 

I spoke with Brian Martin, a fellow sick veteran, and he informed me that he has 
been in contact with Dr. Francis Murphy. Dr. Murphy explained to him that there 
was no secret to the 6,397 cancers within the VA system and that 4,500 were 
unique. I think this committee shoiild follow up on this issue as strongly as possible. 

Based on these numbers, I won’t even tiy to estimate how many Gulf War veter- 
ans have died finm cancer or now have and suffer from cancer, unaware of the con- 
nection with their service in the Gulf. 

I find it interesting that the military started down sizing soon after the Gulf War. 

A comparison was made by former Chief Larry Perry of Battalion 24. By the end 
of 1993, 399 men out of 758 had been put out of the service because they were medi- 
cally unfit, medically retired. I will forward this to the committee and ask that it 
be placed on the record. 

One other point of interest I would like to make is that I along with many others 
from Battalion 24 have undergone intensive testing which is privately fiinded for 
the past three years. Hopefully, we will have the results within the next three-four 
weeks. This study will help me and others who claim they were exposed in the A1 
Jabayl area on January 20, 1991. 
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This committee and other committees before you have heard hundreds, if not 
thousands of statements in the past five years. I ask you, who do you believe, the 
Department of Defense or the veterans? I will place my money and trust with the 
veterans when the real truth is sought. 

I would like to thank the committee for allowing me to present my oral and writ- 
ten statement for the record. Thank you. 

Mr. Shays. You all take our breath away. 

Ms. Nichols. 

Ms. Nichols. Good morning. Representatives Shays and Towns 
and other committee members, staff and attendees. I am Denise 
Nichols, a Desert Storm veteran and nurse, who is a flight nurse 
in the U.S. Air Force Reserves. I served active and reserve and am 
a retired major who was activated for the war and served at Ri- 
yadh, KKMC and Log Base Charlie. I have a Master’s degree in 
medical/surgical nursing with a specialty in cardiovascular nursing. 
I have 20 years experience in medical/surgical nursing from staff 
nursing to critical care to being a clinical specialist to teaching 
nursing. 

I have diverted from the material I have already provided in my 
written testimony about my personal situation. It is there for you 
in the written record. I am here today to share with you my nurs- 
ing observations that I made while serving in theater. 

The question and comment has repeatedly been made by the 
DOD that there was no acute symptomatology indicating 
neurotoxin exposure. I beg to differ. In my opinion, there was very 
clearly symptoms of organophosphate neurotoxin exposure that oc- 
curred and began in theater. 

In my written testimony, I have described a description in chron- 
ological order of symptoms that I observed in people around me 
where I was. The symptoms were there but you had to know what 
you were seeing. That was difficult for medical personnel experi- 
encing the same neurotoxin exposure who were not told or provided 
the flow of intelligence reports that might have triggered us to rec- 
ognize these subtle but very clear neurological symptoms. It is also 
clear that we were trained for the lethal dose, not the incapacitat- 
ing low level dose. 

Although it is only logical to look at the neurological symptoms 
since we were dealing with neurotoxin organophosphate sub- 
stances, the changes in behavior, mentation, clouded mental func- 
tioning, changes in the basic senses of the body, changes in systems 
of the body that are all controlled by the brain and brain stem. 
These include musculoskeletal complaints, thought processing and 
intellectual functioning, cardiac, gastrointestinal, urinary and hor- 
monal control of the body. The other symptoms and diseases we are 
seeing are clearly a dysfunctional immune system problem overlay- 
ing and complicating the neurological damage by activation of vi- 
ruses. 

Each of the viruses that we know about in medical science can 
be connected to other diseases. That is why you are getting a com- 
plex picture of diseases. 

This is exactly the combination of acute symptoms that pre- 
sented in our troops in the Gulf and afterwards. It is indeed inter- 
esting that unexplained, unexplored deaths occurred in such sig- 
nificant numbers to some of the healthiest Americans during this 
very short war. 
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It is also interesting to reflect on the categories of troops aero- 
nautically evacuated from the theater. These categories of injuries 
included musculoskeletal injuries, female veterans experiencing 
large amounts of menstrual bleeding disorders, and accidental 
judgment type injuries. With exposures to neurotoxin, the most 
likely injuries we would and did see were indeed present. 

An example of the injuries includes combat veterans playing with 
unexploded ordnance. They took cluster bombs, picked them up and 
brought them into their tent and there was an accident involving 
that. That is not clear judgment in a combat situation. We were 
trained better than that. There were weird occurrences in this very 
short war. 

The evidence of acute symptoms was there all along in the DOD’s 
own realm the whole time during and after the war. 

Yes, it is in our head, it is in our brain stem and in our brain 
with viral activation. The crime here is withholding of vital infor- 
mation that relates to the health of the veteran, portions of the ci- 
vilian population and possibly even Members of Congress and the 
administration. 

Why do I say this? 

Our pilots have been treated no differently than any of the rest 
of us. They were given their normal flight physicals every year, but 
detailed neurological examination that would have shown these 
problems has not occurred and my fear is when we are all on air- 
planes flying around this countryside. 

It needs to be addressed now. It cannot be put off, not until Jan- 
uary, and the DOD needs to come forward with the truth. 

The crime continues with the withholding of medically prudent 
care. Medicine is the practice of an art. It is not reasonable to raise 
it to the level of a legal case. 

We need to compensate the veterans who laid their lives in 
harm’s way. We are indeed victims, prisoners of the failed system. 
We have taken significant casualties due to medical mismanage- 
ment and hiding from the truth, from the very system that we 
were once proud to serve. 

We were not and I doubt never will be equipped and able to fight 
effectively in a chemical war. Where do you evacuate troops to in 
an environment that is huge toxic environment? I mean, where do 
you evacuate them to? Where is the clean area to decontaminate 
patients and equipment? Obviously we forgot a very basic military 
tenet used in our training, the KISS principle. 

It is unbelievable that this has been allowed to continue for 6 
years. We are now at risk of having casualties that I term the 
friend collateral casualties. These are the wives, husbands, chil- 
dren, parents and families that we left safe at home when we went 
to war, the civil reserve air fleet personnel and civil service person- 
nel and their families who dealt with our returned equipment and 
supplies. 

The DOD made some crucial errors in bringing home equipment 
that was soaked with oil containing neurotoxins. The wives were 
then exposed by simply washing the veteran’s clothing. 

A clear vector of a deadly toxin was brought home and the CDC 
has not been totally informed nor activated to investigate this vet- 
eran and public health problem. 
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The blood of our own soldiers is on the hands of the DOD. They 
study what they want to study and they waste money leading you 
in the wrong direction, sir. They have an old cronies network and 
it sure seems to be in play now. 

There are so many culprits in this disaster. They must atone for 
their errors and ignorance. We need aggressive, assertive leader- 
ship to handle this nightmare. 

We, the veterans, are ready once again to help solve the prob- 
lems that others have created. We all need to come to the planning 
table very quickly and strategize quick, effective actions to limit 
further exposures and injury. 

We need to heal the fractime that has occurred in the command 
structure. We have lost confidence and trust. 

Veterans were mistreated. They were labeled malingerers and 
they were disciplined. What emotional trauma on top of physical 
injury. That needs to be corrected. 

The veterans will not accept an3rthing but the truth and nothing 
but the truth. We will not accept psychosomatic diagnoses. We will 
not accept PTSD. We want the truth. We are bright, we are intel- 
ligent, we are some of the best you have ever seen. 

The veterans their families who have suffered so much need im- 
mediate medical care and financial care to avoid further devasta- 
tion on this Nation’s honor. They have been inappropriately treated 
and emotionally traumatized by the system. 

We are due an apology and hasty rectification. All we ever asked 
for was the contract that we agreed to serve under to be honored. 
If you cannot honor that contract honestly and completely, then no 
other American troops should ever be sent into harm’s way again. 

We refuse to be used or abused any further. We will not be treat- 
ed as ^inea pigs that it seems has happened in the past with the 
radiation veterans and the Agent Orange veterans. 

We stand tall, not only for ourselves, but for the Vietnam veter- 
ans that reached out to help us, the newest group of veterans; for 
the Americans that have supported us; and, most of all, for the cur- 
rent and future forces that are at risk now. 

Please learn the lessons now so our lives would not have been 
lost in vain and please never, never let this happen again. 

[The prepared statement of Ms. Nichols follows:] 

Prepared Statement of Denise Nichols, Persian Gulf War Veteran and 
Registered Nurse, Wheat Ridge, CO 

Good morning Representatives, committee staffers and others at this hearing. I 
am Denise Nichols, a retired USAF R major, who served as a flight nurse, assigned 
to the 1611 AES (P). We served as the personnel for the mobile aeromedical evacu- 
ation staging facility located at its most forward location at Log Base Charlie. I wish 
to discuss indications that I as a trained medical staff member saw of low level 
neurotoxin e^osure in the Gulf Weu: Conflict. 

We were in Rhyiad, experiencing SCUD attacks, 9 days at KKMC, and then 
moved forward to Log Base Charlie until after the cease fire. We then returned to 
KKMC, and came back stateside on May 4, 1991. 

Our first exposure occurred shortly after the first SCUDS were fired into Israel. 
At this time we were at the airfield m Rhyiad. Our bus had departed from the field 
when the first SCUDS landed in Israel. The radio was reporting that those SCUDS 
contained nerve gas. As the bus was leaving the facility at the airport, a SCUD was 
intercepted by a Patriot missile right over oiu* heads. We were inside bus, with win- 
dows down, and in MOPP level 3 (protective suits and boots). I do remember being 
in MOPP I^vel 4 when the alarm came in when the SCUDS went into Israel, but 
we had received an all clear, and had removed masks and gloves. 
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We were loading equipment from palates to trucks, distributing bottled water to 
troops, and performing other tasks. We were exiting the runway area when the en- 
counter overhead occurred. There was no audible alarm, and no notification over the 
radio at any time. No one went into full protective posture. I was aware that it was 
incoming and had been intercepted, but through innocence did not mask, and did 
not order others to mask, lacking any alarm notification. In hindsight I wonder why 
I did not. 


PRE DEPLOYMENT FACTORS 

We had refresher NBC training more than once during the 6 month buildup pe- 
riod, but we were never trained to deal with situations in which there were no 
alarms, nor were we trained to deal with low levels of neurotoxin. 

We were given boosters of PoUo and given Immunoglobulin shots. The medical 
personnel received Hepatitis inoculations, and we received Anthrax shots on arrival 
in Theater. No one had issued, nor to my knowledge had considered, the impact of 
the pre combat vaccinations on the troops’ immune systems. It is well known that 
immunizations and vaccinations destahiuze the immune system for several months 
afterward. 

Upon activation we were involved in numerous mobihzation activities, including 
dental screening. The Reserve and National Guard members had to have dental pro- 
cedures done at this point in order to bring them up to the physical standards for 
wartime deployment, as they had not had these procedures earlier. I had tried to 
get pre deplo 3 rment dental care done at Lowry Air Force Base, and had been re- 
fused. I have known that dental procedures or any other procedures to the head 
would stimulate the immune system. Therefore, I sought a civihan dentist/reservist 
to do my own needed dental work in December, and had tried to have as many im- 
munizations done as early as possible. 

Other deficiencies that I noted was the lack of vitamin supplementation to meet 
the nutritional needs of the troops under a situation of physiological stress. Other 
deficiencies included lack of decontamination facilities for personnel and equipment 
in theater, and lack of alarm systems that were audible in Eskon Village in the high 
rise buildings, lack of alarm system monitors and detection equipment to take to 
our forward location. There was also a shortage of MOPP gear, Wause our person- 
nel were required to turn in assigned MOPP suits, as there were not enough to go 
around for the other troops. 

NURSING OBSERVATIONS MADE IN THEATER 
Observations at Rhyiad 

The tro<ms suddenly developed respiratory complaints, muscle aches and pains, 
low grad fevers and nasal irritation/discharge. When teken to the Army medical 
treatment facility at Eskon, they were told that they either had “Saudi Flu” or were 
allergic to the charcoal in their MOPP gear. The other problems I observed were 
subtle changes in mentation, emotional reactions, and behavioral abnormahties. 
Lethargy was commonly seen, as well as irritability, interpersonal conflict among 
the troops, and a tendency for individueds to isolate. 

I was concerned about and puzzled by these problems, but did not at that time 
put these observations together, as 1 later did, that they were clearly signs and 
symptoms of neurological dysfunction. These are signs of neurological dysfunction 
similar to those of brain injury, for example patients being monitored post concus- 
sion. 

Some exat^les of the things 1 observed in regard to abnormal behaviors among 
troops and officers are: 

1. I was given a message for a higher rank officer to be transmitted to another 
Major. When I found this Major, she was in her bunk, sleeping in the early after- 
noon. When told that I had a message from AAEC, the individual said that “I do 
not want to receive this message”. 

2. This Major was also giving away medical equipment from her MASF to other 
MASFs. This equipment had been packed at Kelly Air Force Base Supplemented by 
each OIC and NCOIC, with items identified by them for anticipated medical needs 
of our unit. Her behavior was abnormal in terms of standard operating procedures, 
and also showed dysfunction in her ability to apply reason to her clinical respon- 
sibilities. 

1 noted passive-aggressive behavior patterns as well as overt inappropriate ag- 
gression among US Armed Forces Personnel had begun to develop at this point, and 
these behaviors continued in many personnel to be present throughout the war and 
aftepvards. Loss of control over temper, loss of ability to reason, loss of problem 
solving abilities were all present in ffie personnel. I noted personnel leaving their 
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MOPP gear by their bunk, going to midnight chow, and then panicking when a 
SCUD attack occurred while they were without their protective gear. 

I also noticed altered communication patterns and difficulty in communication. 
People had trouble understanding what was being said to them. They had trouble 
expressing themselves. Also, there was clear deterioration in the ability of personnel 
to work together because of the emergence of primitive emotional states such as 
jealousy. 

Following the administration of Anthrax shots, we saw an immune response in 
many personnel. Some had severe reactions, including swollen and hot injection 
sites, pain in the extremity, and low grade fevers. Later, we saw exaggerated re- 
sponses to insect bites. 

Om- group exposures likely consisted at least in part of the SCUD attacks that 
occurred in Rhyiad during those first nine days. I distinctly remember, after one 
SCUD attack having to evacuate the building after a bomb alert. We had received 
the all clear, but were still in protective suits and boots. It was late at night. There 
was a strange light mist, which seemed strange in a desert environment. This was 
the first time I noticed a strange smell, which reminded me of freshly mowed grass. 

Observations at KKMC 

About a week later at KKMC, I noted the onset in many personnel of diarrhea 
and difficulties with urinary urgency, and bowel control/incontinence. Musculo- 
skeletal complaints began to appear with greater frequency. There was further inap- 
propriate militaiy commimication. 

Junior officers demonstrated rude and disrespectful behavior to equal higher 
ranking officers. One particular nursing officer was unable to discuss a situation 
and to resolve the situation appropriately, but instead got angry, started to yelling 
at another officer in front of enlisted officer. In one command center NCOs and sen- 
ior officers began arguing. Upon leaving KKMC a senior officer decided to not pur- 
sue the acquisition of appropriate sanitary facilities required for medical safety, to 
take forward to Log Base Charlie. 

Observations at Log Base Charlie 

At this time there was a noticeable increase in vehicular accidents. In retrospect 
this increase in the vehicvilar accident rate could have been due to loss of depth per- 
ception, concentration deficits, and impaired judgment when driving. These are all 
possible consequences of organophosphate neurotoxin e:q)osure. There were more 
symptoms of vuinary xirgency among the troops. Skin lesions, rashes, and subcuta- 
neous nodules of unknown origin began to appear. 

Interpersonal tensions had intensified to the point that they were universal 
among the MASF personnel. Outside observers noted this as well as myself. 

Unexpleuned deaths began to occur. One example at Log Base Charlie was of an 
Alabama National Guardsman experienced a stroke or heart attack. A flight nurse 
and medical technician attempted CPR, unsuccessfully. They assisted in evacuation 
to the Army hospiUil (Alabama National Guard Facility). Another soldier, a younger 
man, was found dead in his bunk, without any obvious reason I have compiled a 
list of a number of unexplained deaths in theater. This list will be provided. 

It seems reasonable at this time to assess these signs, symptoms and deaths that 
occiured in theater to indicate that low levels of neurotoxin were present in theater. 
One must remember that the command structure and medical personnel who were 
there were exposed to the same neurotoxin. This would have reduced their objectiv- 
ity. If information was known regeu’ding the presence of neurotoxin in the theater, 
the medical personnel would still not have been able to connect this information 
with what we were observing, because we were affected as well, including our own 
logic and reasoning functions. 

Observations on Return to KKMC 

On return to KKMC the staff was experiencing hoarseness, and we were experi- 
encing productive cough with dark sputum. Our eyes were demonstrating light sen- 
sitivity, there was ear and nasal irritation. There were more frequent and more pro- 
nounced difficulties with insomnia and sleep pattern, and there were even more dif- 
ficxilties with interpersonal interaction. Lo^cal judgment and decision making was 
deteriorating, and this was even noticed by the affected individuals. 

Observations Upon Return Stateside 

Upon our return home, one of oim female radio operators physically assaulted her 
husband. Violence was common, and there was an increase in divorce among the 
troops. We withdrew from our normal activities, as a way of decreasing stimulation 
that we could not handle. We became noise sensitive. Despite all attempt to return 
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to a normal circadian rhythm, sleep disturbances increased and have persisted to 
this day. 

We have noticed hair loss, intermittent visual blurring, exaggerated light sensitiv- 
ity, muscle aches, occasional vertigo, rashes that come and go, and continued pul- 
monary distress. Further instances of decreased ability to control irritability, fa- 
tigue, low grade fever, pruritus, metallic taste in the mouth, ringing in the ears 
(probably from ototoxicity) decrease in taste sensation, loss of appetite, eating when 
we have to, with disruption of the normal meal pattern. Olfacto^ hallucinations 
have persisted. We have developed persistent headaches and clumsiness, with walk- 
ing disturbance. We have developed a tendency toward disorientation, and a tend- 
ency to get lost while driving, even in a familiar location. 

Memory problems have progressed as time has passed. Paraesthesias and invol- 
untary twitching of the lower extremities are a frequent occurrence. There is com- 
monly ginmvitis and other mm disorders, as well as an increase crumbling fillings, 
accelerated tooth decay, ana excessive sensitivity to dental anesthesia. 

There has been a decrease in Red Blood CeU count, bouts of infection, abnormali- 
ties in menstrual cycle, decreased libido, and palpitations. There is a slow progres- 
sion of difficulties with language, word finding, sentence construction. They have de- 
veloped difficulty in forming and retrieving words. 

Symptoms appear to be exacerbated by cleaning fluids, pesticides, and bleach. 
Food intolerance problems have developed. When veterans experience these 
sensitives, especially to chlorine, they break out in rashes, become increasingly il- 
logical, exasperated and moodv, develop facial flushing. They have developed nausea 
and vomiting, and facial flushing. Treatment with IV’s and Oxygen appear to re- 
verse some of these ssmptoms. 

Within a month to two months of return home, 1 developed what I though was 
a severe viral infection, with the highest fever, chills, and muscle aches/pains that 
I have ever experienced. I have had recurrences of these symptoms, accompanied 
by vertigo and headaches. 

In interviewing other veterans, I have fotmd reports of similar problems. It is in- 
teresting to note, in dealing with 800-1000 veterans, over the telephone, in person, 
and through computer network, that the symptoms are so uniform and in their ap- 
pearance, their timing, and their character. For all of us, the symptoms appear to 
progress over time, in a cyclical manner. 

I personally know veterans that have experienced thyroid, cardiac, urinary and 
musculoskeletal problems, I have interviewed veterans that have developed cancers, 
some with multiple cancers in multiple systems. I have come across female veterans 
with multiple menstrual problems, who have had multiple miscarriages. I have 
come across male veterans who wives with cervical problems, miscarriages, children 
bom with birth defects, and who have wives and other family members who were 
previously healthy. 

I know of one unit from Boiser City, Louisiana, who have four young males with 
cardiac pace makers. I have reports from a unit in Florida, who deployed 100 per- 
sonnel, that have had seven in^viduals with cancer, three having died of that can- 
cer. I know of one veteran who has already had a cardiac transplant, and a second 
veteran who was worked up for cardiac transplant. I have had communication to 
the effect that at least two veterans have lost kidneys, and that two more have had 
circulation problems in their arms. Thoracic outlet syndrome was performed on the 
latter two, with no beneficial effect. 

Two female veterans in their 20’s have had a total hysterectomy for severe men- 
strual problems. Out of the first 150 veterans that I have had contact with in Colo- 
rado and Wyoming, there were four leukemia cases, two of whom have since died. 
Out of this group of 150 there was an additional death from brain cancer. One fe- 
male veteran, 31 year of age required emergency angioplasty, and now has signifi- 
cant circulation problems in the lower extremities. Another male veteran is cur- 
rently being evaluated for sigmficant cardiac disease and yet another veteran died 
of myocardial infarction involving complete closure of 3 coronary arteries. 

Further, I have had one active duty pilot with a diagnosis of ALS, another pilot 
who has already died of ALS, and a Marine Major with ALS. I have knowledge of 
5—7 veterans who have committed violent acts, but have no memoir of what they 
did. I have one veteran who was diagnosed as having suddenly developed a person- 
ality disorder, despite a lifetime of achievement with two college degrees and having 
graduated 8th in his class. He is now unemployed and was homeless until I found 
a place for him. 

I am following a number of veterans in Germany, one of which was evaluated at 
Walter Reed Medical Center, but was given no diagnosis, who has upon going to 
a German Neurologist been quickly diagnosed as suffering from neurotoxin expo- 
sure. 
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This is a partial summary of my activities and encounters with veterans. My ac- 
tivities have included phone and personal consultation, referral to physicians, emo- 
tional support, around the clock hot line referral, organizing veterans activities rel- 
ative to the Gulf War. I have served as a networker for our physicians and medical 
researchers. I have encouraged Senator Campbell to hold Veterans’ Affairs Over- 
siAt Subcommittee Senate meetings in Colorado, which took place in July 7, 1994. 

The Colorado State Hearings, held hearings in 1995 were at least in part because 
of my efforts, as was the Presidential Advisory Committee on Gulf War Veterans’ 
Illnesses that occurred this year. 

My Own Personal Health 

My symptoms began in theater, but I disregarded them and have denied them. 
I began to realize that I have developed a number of Illnesses beginning in 1993. 
I have been diagnosed as having th 3 n-oid dysfunction, cervical abnormalities, new 
onset decrease in red blood cell count. My T-4/T-8 lymphocsde ratio is 3.5, very 
high, indicating a potential for immime disease. I am positive for EBV Epstein Barr 
infection, for CMV infections, yeast infection, urinary infection and accelerating den- 
tal problems, including the need for crowns, root canals, and gum surgery. I am un- 
able to have sexual orgasms. This began in 1993, and has progressed to the point 
where it is a total problem. 

My own daughter, along with the child of another Colorado Veteran have been 
diagnosed with congenital cataracts, which she did not have before my return from 
the gulf. She has developed rashes on her cheek where I have kissed her, and has 
developed respiratory problems, and other related symptoms. 

It is my observation that there is little action in terms addressing these medical 
problems, family problems, employment problems, and overwhelming financial prob- 
lems related to their service in the Gulf. I have seen promising research being de- 
nied funding due to political implications. I have witnessed repeated and multiple 
delays in dealing with this problem. I am astonished that this has not become Na- 
tional priority; with sick veterans, and potentially impaired pilots going unexamined 
for the signs of Neurotoxin Illness and untreated for what is really wrong with 
them. 

We are in a crisis or national health issues, with sick veterans, sick families, un- 
stable stores of neurotoxic gas in various parts of the country. This situation re- 
quires a crisis response. We need a full open and hones investigation by the Amer- 
ican Congress. 

Mr. Shays. Thank you, Ms. Nichols. 

It is the intention of the chair to call on a number of my col- 
leagues in this order. I am going to call on Mr. Towns and Mr. 
Sanders and then I will probably come to Mrs. Morelia and the Re- 
publican side of the aisle amd then I will call on Mr. Green and Mr. 
Barrett and I may jump in and Mr. Fattah. We will go in that 
order. 

Mr. Towns, you have the floor. 

Mr. Towns. Thank you very much, Mr. Chairman. 

Let me begin by saying I have been really, really, really touched 
by the information that has come forward and I must say in a very 
loud and clear voice that I am disappointed that DOD did not come 
and participate in this hearing, because I think that this is a very 
important hearing and I think that we need to look for answers 
and I think that working together that we can find some answers. 

Let me just sort of move very quickly to you, Mr. Roberts. I want 
to make certain that I understood you very clearly. You said 399 
out of the 758 in your outfit were discharged? Was that for medical 
reasons, were you saying? Did I understand you correctly? 

Mr. Roberts. Yes, sir. 

Mr. Towns. That was for medical reasons. 

Mr. Roberts. Yes. Medical. Well, we were being threatened 
when we started getting media attention and the more left, the 
louder we got, the more this started to be put out medically unfit, 
we could not do our physical training, like myself, they threatened 
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to put me out because I could not do the physical fitness test, so 
I just went ahead and got out. I was too sick to argue with them 
at that time. 

I have seen the study and I have seen how it was done. It was 
compared with muster sheets from the battalion and then the cur- 
rent muster sheet at 1993, end of 1993. 

Mr. Towns. So out of the 758, 399 were separated for medical 
reasons. 

Mr. Roberts. That is what I read. That is the way I understood 
it and took off the report. And like I said, I will send the report 
to you and you can take it from there. 

Mr. Towns. Mr. Chairman, I would like that to be a part of the 
record as well. 

Brian, how long were you in the service? 

Mr. Martin. I was in just under 4 years, sir. I became ill and 
I could no longer jump. I was a paratrooper. I was having a hard 
time with my physical training and, like I said in my testimony, 
every time I would run, I would violently vomit and an ambulance 
would have to come get me and take me to the hospital. There was 
just — ^the Army would not let me advance, they would not let me 
change units, they just berated me and it was just time that I 
leave. 

Mr. Towns. And you had no symptoms of abnormal kind of phys- 
ical conditions prior to going into the military? 

Mr. Martin. No, sir. Growing up, I had 7 years of karate, 2 years 
of boxing, I was into sports. I was very healthy, very physically fit. 
Airborne school was a breeze. Basic training, I won the AUSA 
award for soldier of the cycle. In AIT, I won high PT awards. I was 
26 years old when I joined the service and I could out-do any of 
the 18-year-olds. Airborne school was no problem. I loved it. I loved 
jumping out of airplanes. The more physical the Army could be or, 
as we were taught, it is better to sweat in peacetime than bleed 
in war, and I trained hard. And when I came home, I could no 
longer train. So I was worthless to the military and it was either 
I get out, try to get out on an honorable, or be kicked out. So I 
chose the early out. 

Mr. Towns. Do you have children? 

Mr. Martin. Yes, sir. I do. Have two. I have a 6-year-old daugh- 
ter and a 4-year-old son. Our 6-year-old daughter is perfectly 
healthy. Our 4-year-old son edmost died at birth. He had a freakish 
umbilical cord that just had a lot of problems. To this day, as a 
matter of fact, Tuesday was his first day of school at 4 years old 
because our school district feels that with his problems they should 
bring him to the school a couple of years early and assign a teacher 
to him individually to work with him so he will be prepared to join 
normal students when it is his time. 

Mr. Towns. Thank you. 

Mr. Kapplan, you gave us a couple of suggestions, but I would 
like to just reverse roles for a moment. Assume that you are a 
Member of Congress. What do you suggest that we should do, as 
Members of Congress? I know you gave us three suggestions, but 
the point is do you have any other things that you feel that we 
should do as Members of Congress now that we have certain infor- 
mation? 
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Mr. Kapplan. Well, yes, sir. As far as some of the questions 
about the reliability of our chemical detection equipment, I would 
like to know as a member, Barry Kapplan, Member of Congress 
from Southington, CT, I would like to know what are the military 
specifications of the MA chemical alarm and the Fox chemical de- 
tection vehicle and if the contractors did not meet those specifica- 
tions, because DOD is claiming these false alarms, I think action 
should be taken against those contractors in accordance with the 
Federal Acquisition Regulations. But that would require a GAO in- 
vestigation, as you well know. That is No. 1. 

There are several others like that, but if we take hard hitting 
looks at some of these claims by DOD, I think that utilizing estab- 
lished Federal regulations and law we should be able to deal with 
each one of those hand in hand. 

Mr. Towns. Thank you. 

Ms. Nichols, you sort of alluded to the fact that you feel there 
is a coverup. 

Ms. Nichols. I try to be polite at all times; sometimes it is dif- 
ficult. It is very obvious that there were neurological symptoms in 
the theater. We were under the same exposure and maybe that is 
why it was not picked up and it has taken me this long to finally 
get a clear enough mind functioning out of a neurologically dam- 
aged foggy brain. So I do not know if I would — I hate to use the 
terminology except for the way I said it in my testimony is that 
there is data out there, very apparently there. I believe they knew 
about it. I believe they knew full well. And I do not understand 
why they have done this to us at all. 

Mr. Towns. Are you concerned that CDC is not actively involved? 

Ms. Nichols. Yes, I am, sir. My child has been, her health has 
been changed since I came back from the war. All we can do is 
closely monitor her for changes and whatever I find out about the 
testing that we need from the medical researchers and doctors that 
independently have stepped forward to great expense to them- 
selves, as I find that information out, I try to share it with other 
vets and I try to get my daughter tested with the same things I 
am going through. 

I feel that it is being passed along — when you look at it medi- 
cally, you have got to look for vectors, what came back from thea- 
ter. I think that we also have to develop, and Dr. Baumzweiger and 
Dr. Howard Emovitz could probably explain it much more suc- 
cinctly than I can, but we have had an immune system activation, 
aggressive lymphocytes that may be passed on to those that are ge- 
netically similar to us that would be most susceptible through close 
family contact if continued development. 

My mother and my aunt met me when I came home. My moth- 
er’s health has changed. She was not there that long, but here I 
came off the plane and hugged, were close to some degree. She is 
elderly. Her immune system was not strong at that point in her 
life. She has had a bad immune system. Her health has changed. 
My aunt who came with her had the strangest death and I cannot 
discount in my own mind with my own training that it was not 
somehow connected. 

Mr. Towns. Let me again thank all of you for your testimony and 
to say to you that I have been touched by you and this member will 
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continue to push and to work to try and get some answers. And, 
of course, regardless to what happens with this committee the next 
time around, you can be assured that this is something that as long 
as I am around in Congress, that we will continue to push. So I 
want to thank all of you for your answers and the information that 
you have brought forth. 

And I gather from your comments that you are saying that there 
is a lot of other folks out there that have similar problems and I 
sort of get that feeling from you as you are testifying. 

Ms. Nichols. Mr. Towns, this is just a sample of downloaded 
messages from veterans, just a sample divided by category, cardiac, 
neurological problems, various overlapping situations. Just a small 
sampling. 

Mr. Jim Tuite has tremendous amounts of data because of the 
survey he did through Senator Riegle’s office. There is a huge 
amount of suffering. We do not know the total number. When I 
visit Washington, I go to the wall and I see a wall with 58,000 
names on it and I wonder how big our wall is going to have to be. 
We have number games going on. There was mention of 191,000 
in the VA newsletter, 80 percent maybe symptomatic. We cannot 
see ourselves trying to get the information to get straight data. We 
get straight data and it looks a different way. 

Mr. Towns. Lyndon Johnson would say there is something rotten 
in the cotton. 

Ms. Nichols. Yes. 

Mr. Shays. Thank you, Mr. Towns. 

Mr. Sanders. 

Mr. Sanders. Thank you, Mr. Chairman. 

I want to thank all of the veterans 

Mr. Shays. You know what I would like to request? If you could 
move your mic toward the middle there, move it toward you and 
you can speak to both of them. 

Mr. Sanders. Thank you. 

I just want to thank you and express my appreciation to all of 
the people up here for your persistence and your courage in pursu- 
ing the issue. 

I think as Ms. Nichols said, we understand that you are not here 
just for yourself, but you are here to make sure that this does not 
happen again and I think Ms. Nichols is right in saying that we 
cannot do better by our veterans, we should not be sending people 
off in harm’s way again. 

Let me start off by asking Mrs. Kapplan and Ms. Nichols and 
anyone else who wants to respond, Mrs. Kapplan, you talked about 
how your children were exposed to contaminants in your husband’s 
clothing or equipment that he brought back. 

Ms. Kapplan. Yes. 

Mr. Sanders. And that your children then became casualties of 
the war quite as much as people who were over there and Ms. 
Nichols as well. 

Are you aware of other families where similar type problems de- 
veloped where children or other family members were exposed to 
toxins in clothing or equipment back home? 

Mrs. Kapplan. Yes, sir. My husband was with a group of other 
men, six to eight of them, that he was in intimate contact with and 
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did a lot of work with and six of them are sick. Very sick. And one 
of them, Sergeant Alfentera, has a little girl who is probably about 
9 now who has the same symptoms that my daughter has, the 
same GI problems. And he stored his gear in her playroom. 

When we lived in Germany, we lived in a very, very small stair- 
well, if you will, a small apartment with not a big storage area. 
And with the drawdown of the 3d Armored Division, our soldiers’ 
clothes came home via mail. They were not put onto equipment be- 
cause the equipment came back to the States and so they had their 
things sent via the airplanes. And I do know that she does have 
a lot of the same GI problems that my daughter has. 

Mr. Sanders. Ms. Nichols, did you want to respond? 

Ms. Nichols. Yes, I do. I think I mentioned in my testimony, I 
have a lot of data. I have had trouble keeping up with it all and 
keep functioning and have any kin d of life besides this. It has swal- 
lowed me up. I am waiting for it to give me back my life. 

My child had perfectly good health when I left for war. She now 
has what they call a congenital cataract in her eye. It was not 
there before and I have very good doctors, I guarantee, a nurse 
with 20 years and a Master’s degree is going to screen and use the 
very best. 

I found another veteran in southern Colorado, his child is about 
the same age as mine, having that symptom. My concern is for her 
vision and for her health. This is widespread. 

Jim Tuite can reference the study he did through Senator Rie- 
gle’s banking committee report. It is out there. I guess we were 
hesitant to talk about it. I know I talked to Mr. Tuite many times 
about the fears that we have to go through in coming forward and 
how people might overreact in the public. So we were very con- 
cerned about that. But other individuals’ family members are sick. 
We have a sister of a veteran in California. 

The other thing that is important to remember is our equipment 
that came back was not decontaminated. We had the people at 
Sharp Army Depot that never went into theater that handled our 
equipment, they steirted getting symptoms. 

Mr. Sanders. Are you aware of any study done by the DOD or 
the VA about people becoming sick as a result of exposure to cloth- 
ing or equipment? 

Ms. Nichols. No, sir. 

Mr. Sanders. Is anybody aware of that? 

Mrs. Martin. Actually, I was tested and not treated at Walter 
Reed WRMAC Community Hospital. The DOD seems to think that 
we are ignorant. My husband and I have investigated this for 5 
years. We have doctors here in our home State where we are from 
that have tested, they have no conclusive answer to what is wrong, 
all they can say is that this is due and possibly due to the Persian 
Gulf S 3 mdrome. 

Now, when you take all of the medical records that were tested 
upon, X rays, ultrasounds, blood tests, take them to a sophisticated 
DOD hospital and the physicians there look at it and ignore it, 
they decide this is not important, this is not happening to you, this 
is all in your head, I am sorry, this is not in my head, tins is not 
in the veteran’s head, this is not in anybody’s head except for the 
DOD’s head. 



358 


This is gross incompetence knowing that there are children that 
are being bom every single day from Persian Gulf families who are 
dying of liver dysfunctions, who are very hyper, who have tempera- 
tures of anjrwhere from 99 to 105, who have brain tumors, who 
have brain swelling, who have massive heart attacks within a mat- 
ter of 24 hours of seeing a physician. A 12-month-old baby just does 
not go in and get an all clear signal from their physician and with- 
in a matter of 24 hoxirs collapses over and dies of a massive heart 
attack. I am sorry. 

These children are supposed to be the future, something that ev- 
eryone can look upon when we get old. They are supposed to be 
able to take care of us. Now, how do you expect them to take care 
of us when they are being bom with these dysfunctions and there 
are no answers, trying to say that this is just — I guess you could 
say in a room like this, let us just say we all have the same prob- 
lem, would you say that is a — ^what is the word I am looking 
for 

Mr. Sanders. A coincidence? 

Mrs. Martin. Yes. Thank you. A coincidence. I am sorry. It is not 
a coincidence. 

Mr. Sanders. I was particularly interested in Mrs. Kapplan’s 
statement. Here you have exposure to what you believe is toxicity. 

Mrs. Kapplan. Yes, sir. 

Mr. Sanders. And the children suddenly become ill. That seems 
to be a pretty clear cause and effect and I was wondering if others 
had seen it even that directly. 

Mrs. Kapplan. Yes. 

Mr. Sanders. Mrs. Martin. 

Mrs. Martin. Actually, I will not state the name of this child 
that I met at Walter Reed. She was 14 months old. At that age, 
you are to be walking and crawling, somewhat talking. This child 
started to walk and within a matter of days of getting down the 
pattern of walking, something crippled her to where she could not 
even walk. She had to lay on the ground and pull herself like this, 
cannot even move her legs, cannot even stand up, cannot even say 
mommy or daddy. Something is not right. 

Mr. Martin. She has the same rashes that her father had. Or 
has. She has just like the same attention disorder that her father 
has. Like our son, the exact same rashes, hyperactivity. A lot of 
problems. 

I do not know what causes the high alkaline levels or pH levels 
in my semen, but my wife has testified and we have gone on na- 
tional television talking about the burning semen and the shooting 
fire. 

My wife has been so sick and still is that Walter Reed seeing her, 
the Secretary of the Army last year. Toga West, gave her a year’s 
free medical care because her conditions were so severe and there 
were only two or three people that knew that she was not a Per- 
sian Gulf veteran. She was diagnosed with somatization disorder 
also. 

Mr. Sanders. Let me just, if I can, Mr. Chairman, ask one more 
brief question. 

Mr. Shays. The gentleman may proceed. 

Mr. Sanders. It just touches on what Mr. Martin indicated. 
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In your opinions, how good has the VA treatment been for the 
concerns that you and others have had? 

Mr. Martin. Sir, when I testified in March to this committee, I 
said then that I was getting compensated for squeaky wheel syn- 
drome. My connection with Senator Riegle, Congressman Upton, 
the national media, I feel the VA has been pressured into treating 
me right. 

I could tell you horror stories. I have a cassette tape from my an- 
swering machine that I am going to submit to this committee so 
you could listen to 1 day’s messages of families being turned down. 
There is a lady in this audience today, Diane Dulca, whose hus- 
band died of pancreatic cancer. Four times she has been denied her 
benefits because the VA just will not put a service connection to it. 

We could tell you this all day long, all of us could. All of us talk 
to veterans all day long. People in thus room have talked to veter- 
ans. But it is funny how we see a different thing than the VA does 
or the DOD does. And I do not care about their scientific study 
compared to our humanitarian reasons. 

The truth is there. They just need to listen to us. They do not 
need to listen to what the DOD sends them by mail. Khamisiyah, 
they have denied that. Has the VA done anything? I have called. 
There is a doctor that is going to be on your next panel that diag- 
nosed me with my chemical injuries. I have called her and asked 
her, OK, now that they have said that I may have been exposed 
to Sarin what are you going to do? I was told nothing. There is 
nothing that can be done. Whatever was in me could have dis- 
sipated by now. I am still sick, why has that not dissipated? 

So it is just a constant banging your head against the wall with 
these people. 

Ms. Nichols. Sir, it seems like on the VA issue, it seems like we 
have had to educate the VA. We are having to come forward with 
the information. I take information down to the VA hospital in 
Denver all the time and share information with them and go, OK, 
guys, come on here is the information, what do I need to, provide 
educational level trsiining for you in neurotoxin exposures? This is 
what we need. I bring them in information from the independent 
researchers. So the care has not been good at all. 

I would like to add that this camnot go on. This cannot go on. I 
have put recommendations out when we did congressional briefings 
and when w'e have been up here on the Hill so many times over 
the last several months and we cannot wait any longer. We are 
starting to almost take more collateral friendly casualties. 

So I would encourage you all that after the election day you look 
and find a way to continue this in November after the election. We 
cannot wait. And we need a Christmas gift, we need to be able to 
give some hope to our families for Christmas. 

Mr. Shays. Mr. Sanders, are you finished? 

Mr. Sanders. Yes, I am. Thank you very much. 

Mr. Shays. Thank you. 

Mrs. Morelia. 

Mrs. Morella. Thank you. I thank you, Mr. Chairman, for hav- 
ing this series of hearings. 

I want to thank the panelists because you have shown great 
courage in coming before us and going through horrendous situa- 
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tions probably over and over again. Your moving personal experi- 
ences do not only encourage, motivate, but require that after the 
election that we do get back to the issue in terms of what is our 
role as overseeing government. 

I may be repeating a few of the things that have been stated, but 
I see here that we did not hear, our chairman did not hear that 
DOD was not going to come until we got a fax message at 
10:24 

Mr. Shays. No, I need to clarify that. That is the explanation 
which we will submit for the record. They told us 2 days ago that 
they would not be here. 

Mrs. Morella. That they would not he here. So now the expla- 
nation — 

Mr. Shays. We had arranged 

Mrs. Morella. But even 

Mr. Shays. Just for the record, we had arranged our panels to 
accommodate them, but then they decided to withdraw. 

Mrs. Morella. And then the Presidential Advisory Commission 
also could not make it because they did not feel equipped, I guess, 
to respond to the situation. 

I also have read or heard that they say they have — I think in 
this letter, too, an ongoing investigation that DOD is performing on 
possible chemical exposures and they are going to be completing 
that program, I guess, that investigation, soon. 

This picks up on a question I heard, I think it was Mr. Sanders 
who asked, have you been part of this investigation? Do you know 
a lot of people who have been? Do you think there is a cross-sec- 
tion? What is your reaction to this so-called DOD investigation? 

Mr. Martin. Ma’am, when Dr. Stephen Joseph claimed that they 
were doing a thorough investigation of members of the 37th Engi- 
neer Battalion that was at Khamisiyah, I personally called Stephen 
Joseph’s office and told them I am Brian Martin, I made the video- 
tape of Khamisiyah, I was there, I am sick, what does he want to 
know? 

I was told to call the Persian Gulf hotline. I said, no, I am not 
calling a hotline, I want to talk to Stephen Joseph or somebody 
that wants to ask me questions, let us hear it. 

Then I was told to write down my concerns on paper and mail 
it to them and I said this is your investigation? I said this is nuts. 
And I was told, well, you know, accept it or just forget it. 

The only time that I feel anybody investigated me was after I 
testified to this committee in March, Lt. Col. Jimmy Martin ap- 
proached me outside of the restroom door 

Mrs. Martin. Demanding 

Mr. Martin. Demanding — ^yes. I mean, he came off like my 
friend, you know, my brother’s name is Brian Martin and la-la-la, 
civilian clothes, and when I asked him if he was a Persian Gulf 
veteran, he says, well, no, actually, my name is Lt. Col. Jimmy 
Martin, I am with the Persian Gulf Illness Investigation Team. 

Mrs. Martin. They wanted the tape. 

Mr. Martin. They want my videotape. By the time I got home, 
there was four more messages on my answering machine. For 3V2 
months I held these people off on that videotape until I finally 
made them file a FOIA, a Freedom of Information Act, request to 
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me for it because I was sick of their games. And this is what they 
call an investigation. 

Here I am, I have given myself to them, I said I will answer any- 
thing you want. I was the commander’s driver. I know ever 3 d;hing 
that happened there. But so far, no good. No questions. 

Mrs. Morella. I appreciate that response. 

I just wondered if the Kapplans or Mr. Roberts or Ms. Nichols 
would like to briefly comment on what you know about this thor- 
ough investigation. 

Ms. Nichols. Mrs. Morella, I want to comment one thing. I was 
here at the Presidential Advisory Committee that met here on the 
4th and 5th and it was real interesting to note that the DOD and 
the CIA were taking credit for exposing the Khamisiyah bimker in- 
cident when we all know that is because of Brian Mautin and his 
tape. And yet they take credit for it and pat themselves on the 
back at a Residential Advisory Committee. 

Now, my question to you is bf they change the truth that way and 
all the other changes of truth, why do we not quit wasting time 
with them and move forward without them? Because they are obvi- 
ously not dealing with the ground truth of what happened and we 
could go around for years waiting for them to break down and that 
is inappropriate. 

The research studies have been done. It is interesting that none 
of us, I am sure we are all out there in the public, none of us, I 
have not gotten one of the questionnaires from the VA on their 
15,000 matched response. We sure were not in that group. 

Mrs. Morella. You of all people, I mean 

Ms. Nichols. I mean, we are out there in the public and we are 
not involved in one of their little sample cases? 

Mrs. Morella. Would you also respond, Mrs. Kapplan? 

Mrs. Kapplan. Yes. We spoke with Dr. Joseph when we were 
part of the CCEP program at the request of Dr. Chung and at that 
time we talked about the soldiers in my husband’s unit, 9th of the 
227th, who were ill, and they assured us at that time that they 
would do an epidemiologic study of the unit because there was such 
overwhelming evidence that something was going on. 

There was, as far as I know, never any followthrough, we never 
received any information on that, and the people that we know of 
who are ill have never been contacted. 

As far as the PGW investigation out of Dr. Joseph’s office, when 
I heard about it I called them. I wound up speaking with two dif- 
ferent people there. One mam, a lieutenant colonel, was basically, 
oh, gee, tins is just a terrible situation, what can we do, and I am 
thinking this is not a proper response, and the other person I 
talked to, I wanted to know what areas they were going to look at 
as far as chemical areas, possible chemical exposures and locations, 
so that I could see if any of my husband’s positions, which he docu- 
mented through the war, were in any of the areas they were going 
to look at. And he told me basically that was basically secret and 
he could not tell me an 3 d;hing. But the bottom line response was 
that they were going to handle the investigation by reviewing all 
of the old reports. 

Now, all of the old reports have not told us anything, so I am 
not sure that this is going to be a fruitful study. 
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Ms. Nichols. Mrs. Morelia, on that question, again, I have a real 
concern with the numbers they are reporting and I have heard this 
from congressional staff members when I have gone around to meet 
with them and try to push people along, you know, we need help 
out here. And I was asked by one of the staff members who hap- 
pens to be a Gulf war vet, why do you think they are doing this? 
I gave some answer at the time. It hit me when I got home. Maybe 
it is so big, maybe the numbers are so huge, that they do not know 
what to do. 

Mrs. Morella. It just sounds as though by omission and not fol- 
lowing through that they began a study where they have already 
lost some credibility and that is rather frightening. 

I have Barry Kapplan’s diagnosis recap here and I notice that 
CCEP asked only one question and that had to do with — what do 
they call it, somatization disorder. 

Would the rest of you like to comment? I notice that the Army 
retirement, VA, others, other areas have been checked off. Is this 
a kind of stark omission, would you say, in terms of 

Mr. Kapplan. Well, the other panel members do not have the 
privilege or — disprivilege of having my little quickie chart, ma’am, 
but you are absolutely right. From 1991 to 1994, I was diagnosed 
with those items by the Army at Walter Reed and also at Navy 
Balboa Hospital. I show up with the CCEP in August 1994, every- 
thing else previously was disregarded as clinically insignificant. 

Now, clinically insignificant that I am split from stem to stem, 
I have had a thing c^led an Nissan fundoplication, where you re- 
build your esophageal sphincter, in other words, the little gate 

Mrs. Morella. Boy, you have all become medical experts. 

Mr. Kapplan. Oh, yes, ma’am. Yes, ma’am. In other words, I will 
put it the way that my daughter says it, daddy’s got a big boo-boo 
and a zipper, all right? 'That is what I have from here to here. But 
that was clinically insignificant. 

Thus, the information chain pushed forward the somatization 
disorder up through the chain of command and that is what is 
being reported by Dr. Joseph. When Dr. Joseph says somatization 
disorder, psychological, all right? He is talking about a very narrow 
focused diagnosis on Barry I^pplan. 

Mrs. Kapplan. I also have to respond because as part of the 
CCEP program I also went there. The first thing that I was told 
by the head of the program was that I was probably just under 
stress. I went for my exams, urine, blood, chest x ray, and went to 
see the physician and he said, oh, geez, you know, you have some 
abnormals here. Well, the abnormais include esophagitis, gastritis. 
The abnormals include a polygammapathy, which means that my 
body is basically fighting something but they do not know what it 
is. I have an abnormal bone marrow, which my oncologist recently 
said could be some type of chronic infection but they cannot iden- 
tify it. And I came away from the CCEP with a somatoform dis- 
order diagnosis. 

Mr. Kapplan. Now, these are not things that you can dream up. 
I mean, these are lab results. 

Mr. Shays. If the gentle lady will allow, just to ask for her to 
yield. 
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I just want to, for the record, establish this document. This is a 
document that you are providing us that shows basically 14 ail- 
ments that were confirmed hy more than one test, but then when 
you went before the CCEP, the only ailment they had down was 
somatization. 

Mr. Kapplan. That is absolutely correct, sir. Now, I have pro- 
vided the Army retirement physical along with my two VA comp 
and pension exams, copies that I have provided to your staff, I be- 
lieve they are in the packet, verbatim off of those three documents. 

Mr. Shays. Those documents will back up this. 

Mr. Kapplan. Yes, sir. 

Mr. Shays. Thank you. 

Thank you for yielding. 

Mrs. Morella. I know that I have taken up — I have really 
stretched my time. I just wondered maybe in conjunction with an 
answer to someone else about whether any doctor at VA or DOD 
had asked you whether you had any new intolerance, sensitivities, 
allergies to substances since the Gulf war. Maybe I could get a yes 
or no answer. No? 

Ms. Nichols. I do, ma’am, and I can address that on the intoler- 
ance. We have had Desert Storm veteran meetings and we have 
had people get sick. One of them was at Dallas. We had six people 
that had to go to the hospital. We researched, found out that they 
had — ^we were in a holidome and we had the meeting rooms way 
at the other end, they put the chlorine or the chemical treatment 
in the pool and they turned on the bubblers and as the vapors 
came down, people started getting sick. They broke out in their 
rashes, they started flushing in their face. They respond pretty well 
when you put them on oxygen and IV, but when they went down, 
and Mr. Jim Tuite, Betty Zuspen and I were at the hospital one 
night at 2 a.m., at Dallas WEuting for some of the troops to recover 
on oxygen and IV, we got into a discussion that we ought to video- 
tape one of these times that a vet goes down, compare it with the 
tapes and studies the miUtary has done, some of us saw training 
films with neurotoxins in rats and whatever and they spasm and 
all, because it is very, very similar. I mean, it is the same thing. 
And have a videotape on TV to say who do you believe, the veteran 
or your government. 

Mrs. Morella. I thank the panel and defer back to the chair- 
man. 

Mr. Martin, it looks like you have a final shot. 

Mr. Martin. What was I going to tell you, ma’am, and anybody 
on this committee is more than welcome to do this, my wife over 
the past 3 years has developed seven spots on her skull where the 
bone matter is disappearing, like an overripened melon, it caves in 
and has flat spots. She has numerous lumps in her breasts that we 
have told the VA about over and over again. She has had gyneco- 
logical problems where when she was at Walter Reed they discov- 
ered that one of her ovaries had detached and reattached under her 
belly button. They had to detach it again and redo it and in the 
process they gave us a videotape of 9 minutes of a 1 hour and 45 
minute long procedure. And it showed them popping a cyst. Well, 
then we were told that it was a cyst that they lanced. We were told 



364 


that they popped the cyst and then the next day we were told that 
she was in 3 years early pregnancy. 

When she went to see the psychiatrist, the paid Sigmund Freud 
at Walter Reed, Colonel Sallensby 

Mr. Shays. You meant 3 months early pregnancy. 

Mrs. Martin. No. 

Mr. Martin. No. Three years. Three years early pregnancy. This 
is what is in her paperwork. 

Mrs. Martin. I was told that I was stuck in a gestation period 
of a 3-year pregnancy. That was the exact words. 

Mr. Martin. It gets better. After she seen Colonel Sallensby and 
we presented — because Ross Perot paid a lot of money for my wife 
to have x rays and various medical testing. 

Mrs. Martin. Neurological testing. 

Mr. Martin. When we presented this to Colonel Sallensby, he 
told her that she was sexually molested at the age of three by her 
father and that she was stressed. He wrote in her paperwork that 
my wife is concerned over an onslaught of media attention, she 
sees people on TV, and we laughed about it because we are the 
people on TV. My wife and I are the ones that do most of the na- 
tional television shows on Gulf war swdrome. And when we ex- 
plained it to him, he basically just said she needs help, get her out 
of here. 

Mr. Shays. Mrs. Morelia. 

Mrs. Morella. No, I have finished. Thank you. 

Mr. Shays. Mr. Fattah, thank you for your patience. 

Mr. Fattah. Thank you, Mr. Chairman. 

Let me thank the panelists, both for their presentations and for 
their service to the country. This is a very timely issue, obviously, 
because the country has now dispatched other soldiers to the Gulf 
and to have this matter continue to be in front of us without any 
clear answers raises a whole host of questions, not just as it relates 
to your unfortunate circumstances related to illnesses, but more 
importantly with the Department of Defense’s lack of follow- 
through. I think that I was almost convinced at the last hearing 
that they were doing everything that they could do. Their lack of 
presence today I think conwinces me to the contrary. 

I wanted to ask Mr. Martin, you were part of this effort to de- 
stroy these storage facilities, for lack of a better word. 

Mr. Martin. Yes, sir. 

Mr. Fattah. Did your chemical detector ever activate? 

Mr. Martin. There was 150 of us, sir, up there at Khamisiyah 
and after we set the time charges and moved back 3 miles, we 
spread out along the road about IV 2 miles, by company. I was the 
commander’s driver, headquarters company. 

Mr. Fattah. No, but did the chemical detector go off. 

Mr. Martin. I never heard any. Now, members of Alpha Com- 
pany of the 37th claim that they did. 

Mr. Fattah. They were part of the engineering battalion? 

Mr. Martin. Yes, sir. Yes. 

Mr. Fattah. OK. Claimed what? 

Mr. Martin. Bravo Company, Charlie Company and head- 
quarters never heard any chemical alarms. A few members of 
Alpha Company of the 37th Engineering Battalion said that they 
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heard chemiced alarms, went into MOPP gear for maybe 20 min- 
utes or so, but the rest of us did not. Nobody warned us, nobody 
got on the radio. 

In the videotape which I have submitted to the committee, you 
will see that we are walking around in short sleeved shirts, no 
masks. I have pictures here with my flack vest is sitting on my 
HUMV. 

Mr. Fattah. Let me try to get this. Now, when you received or- 
ders to go to this location and to destroy these in ground storage 
facilities 

Mr. Martin. Bunkers, ammimition bunkers. 

Mr. Fattah. Were they inspected prior to their destruction? 

Mr. Martin. We went through about a dozen 

Mr. Fattah. Was that part of the orders, to take a look inside? 

Mr. Martin. Yes, it was. It was part of the orders. We had to 
chase the civilians out of the area that were trying to steal ammu- 
nition to fight Saddam’s Republican Guard. Once we did that, then 
we went into what h unk ers we could. There were only about 13 to 
15 bunkers that we could actually go into because all the doors 
were 

Mr. Fattah. Did you see inside of these bunkers? What did you 
see inside? 

Mr. Martin. We saw 95 percent American ammunition in there. 
You will see the video. 

Mr. Fattah. So this was an ammunition dump. 

Mr. Martin. Mmm-hmm. 

Mr. Fattah. So the question is, did you see any evidence of 
chemicals? 

Mr. Martin. None of us were chemical experts, sir. We were 
told — ^there was two guys in a truck that came in from EOD, explo- 
sive ordnance disposal team, they looked around, they got out of 
the truck, kind of looked around and said blow it. That was it. 

Now, I have heard stories, but without documentation I am not 
going to say a word about that. Everybody has a story. But what 
I saw with my own eyeballs, no member of the 37th Engineer Bat- 
talion is what you would call a chemical expert. There was combat 
engineers put into chemical NCO spots because we did not have 
chemical experts, so they would quickly train somebody and say, 
OK, you are the chemical NCO. 

Mr. Fattah. Let me just say in conclusion, because I know there 
is a vote that we have to leave to go to, but I think the frustration 
of the members and the chairman of the committee is that, we 
have reports from the CIA that said there was no chemical expo- 
sure, we have the Pentagon now and then admitting that there was 
some limited exposure. Now they have expanded the possibility 
that there may have been many more of our vets exposed poten- 
tially. It keeps kind of creeping out. 

Now, you came home from the Gulf when? 

Mr. Martin. I came home from the Gulf, March 8, 1991, because 
my best friend who was 24 years old died of a heart attack during 
the cease-fire. Me and nine other people were sent home for his fu- 
neral. 

Mr. Fattah. And you have been involved in this from day one. 

Mr. Martin. Yes, sir. 
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Mr. Fattah. From President Bush and General Powell, up 
through Clinton and Perry. 

Mr. Martin. Yes, sir. 

Mr. Fattah. Your sense of whether we are making any progress 
on this issue is what? 

Mr. Martin. I think as individual legislators, yes. My Congress- 
man, Fred Upton, coming here today shows how much he supports 
what I do and what we all do. Congressman Shays, the aggressive- 
ness he had on 60 Minutes when Dr. Stephen Joseph refused to an- 
swer the question. He said you will answer it. That is what we 
need. But we need that banded together as a whole committee. 

And all I can answer about how I feel about the CIA, the Presi- 
dent, and everybody else, one thing, who are you going to believe? 
We were there. We know what we saw. We know what we felt. We 
know how sick we are now. I do not care what they say. I was 
there. I am a witness. I am sick. I have been sick. 

Mr. Fattah. Let me thank you for your comments. 

Let me thank the chairman and I yield back. 

Mr. Shays. I thank the gentleman. 

I am not sure if we have a motion to — I guess this is a motion 
to override, so it may just be one vote. As soon as our vote is over, 
we are going to come back. I have not had an opportunity to ques- 
tion any of the witnesses and I do want to and I am very sorry to 
have to keep you, to have to wait for the vote, but if you do not 
mind, it may take us 20 minutes. 

Thank you. This committee is in recess. 

[Recess.] 

Mr. Shays. This hearing is called to order. 

Mr. Green has not yet asked questions, and so we will go to him. 

Mr. Green. Thank you, Mr. Chairman. And I apologize to our 
witnesses because of the schedule here between other meetings and 
votes on the floor and I know it is frustrating to witnesses, but I 
want you to know it shows no lack of concern or intensity or sup- 
port for your issue. And I know a lot of questions have been asked. 

Mr. Roberts, one of the questions I had when you were testifying 
was that the explosion that was reported to you being a sonic 
boom? 

Mr. Roberts. Yes. 

Mr. Green. Do you have any information at all, because I did not 
see it in your testimony, was it a SCUD that was blown up or was 
it — has anyone from the DOD given you any information or do you 
have any of that to share with us? 

Mr. Roberts. No, sir. They have not given me anything. When 
I testified in 1993 here in Washington, I did say I thought it was 
SCUD’s, but checking with the information I have now, those 
SCUD’s came into Saudi Arabia, or I should say into the A1 
Jabayal area that night, but there were several aircraft that were 
shot down that night. And my honest opinion is I do believe that 
an aircraft came in and dropped their rounds and was shot down. 

Mr. Green. An Iraqi aircraft? 

Mr. Roberts. Yes, sir. That is my opinion, based on what I have, 
£md putting together the pieces. First of all, there was no warning. 
That is one big problem right there. There was no warning, none 
whatsoever. And when SCUD’s came in, you had from the time 
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they were launched sirens would go off, you had plenty of time for 
your warning. 

Mr. Green. And could you tell us again the number in your unit 
that received some type of medical discharge from service? 

Mr. Roberts. Three hundred ninety-nine out of 750, I think it 
was, I have not got it 

Mr. Green. So more than half of your unit that you were serving 
with on that evening received some type of medical discharge? 

Mr. Roberts. Yes. WeU, just plainly put out medically unfit, 
unfit for duty. Some got a medi<^ discharge. Very few, I think, 
two. And the rest of them were medically retired or retired. So 
what is really interesting, though, by the end of 1993, of course, 
you know, we have pushed a lot since 1991 and have gotten a lot 
of media attention finm this, by the time we finally pushed Con- 
gress to come in and do an investigation on our battalion, the 
Navy, like I said, pretty much — by the time the investigation team 
got there, had puUed in another 300, 400 new people, when they 
did the investigation, they kind of pushed the 399 out of the way. 
Did not look at that. And even my situation, I mean, I was not 
even counted. So when they did the study and reported back to the 
Congress, there were no medical problems, other than we all need- 
ed psychiatric help and this and that and the other. 

Mr. Green. Well, you understand, our committee, I have some 
good ftiends that serve on National Security or Veterans Affairs 
and things like that and our conunittee typically does not 

I would be interested, Mr. Chairman, if we had the numbers 
compared to the other imits concerning a medical discharge or if 
the percentages were anywhere near what yours were. And, again, 
I think we can find that out just using some comparative studies 
on other units that were serving not in your area but close to you. 

Mr. Shays. If the gentleman would yield, we could ask the ques- 
tion of the next panelists. 

Mr. Green. OK. Thank you, Mr. Chairman. 

Thank you to each of you for being here. 

Mr. Shays. T hank the gentleman. 

Your testimony can stand on its own. It is very powerful and it 
is touching at times, it is infuriating. It madses you ask a lot of 
questions like how could this happen to you, how am I responsible, 
how are other people responsible. I voted to send you to the Per- 
sian Gulf and I did it because I was absolutely convinced, and still 
am, that there was a real national interest in not letting Saddam 
Hussein control directly 20 percent of the world’s oil and indirectly 
another 30 to 40 percent. 

And I always vowed since I was a Peace Corps volimteer when 
my peers were in Vietnam that if I were ever in public life and had 
to vote on a decision like sending someone to war I would be cer- 
tain, one, that there was a national interest and, second, that you 
would have all the firepower available to win and win as quickly 
as possible with as few injuries as possible. So you can imagine the 
feelings I had. 

I ended up seeing one of my colleagues who took my place as a 
State legislator, Chris Bimiham, sent there. I had his parents call 
me up pleading that I not vote — ^pleading is a strong statement — 
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urging me caution that I not vote to send him to the Persian Gulf, 
and I had Chris Burnham say that is where we need to go. 

You can imagine the rejoicing of the entire Nation that so few 
of our military were injured or killed and yet we grieved for each 
of those who were. But we have looked at numbers that could be 
in the thousands and thousands and so as I began to hear you all 
during the course of the last few years, it became evident to me 
that my rejoicing was a little too soon. 

Now, I want to ask you, Mr. Martin, I am simply not clear when 
you left service. I am not clear as to what you mean when you say 
“I had put in for early out from the military that I had loved so 
much,” and then you said, “I did not receive an exit exam nor did 
I know that I was supposed to. I was told not to have children or 
give blood for 1 year.” I ask a big why? 

First oif, I want to imderstand, were you given a physical when 
you left? 

Mr. Martin. No, sir. When I was out-processing, after I put in 
my paperwork to get out of the military earlier than what my ac- 
tual get out date was, I went — I was told to go to a one-stop out- 
processing on Fort Bragg. You go there and they do everything in 
one building. There is no running around all over post. When it 
came time to see a doctor, a doctor looked in my eyes, he took my 
temperature and my blood pressure and told me to be on my way. 
That was it. 

After I had gotten out of the service, let us see, it was about 2 
years, I think it was, that I had been trying to prove that I was 
even in the service because there was no 201 file on me anywhere. 
Congressman Upton, he threatened the military as far as — ^he 
called St. Louis and said 

Mr. Shays. For the record, the 201 file is? 

Mr. Martin. The 201 file is your personal file on your military 
service. 

The Department of Defense had claimed that I was never in the 
service at all. There were no records of me anywhere. Congressman 
Upton threatened St. Louis and told them that he did not care if 
they were flooded at the time or not, find somebody with scuba 
gear. 

Five days later, my records showed up, certified copies, in my 
mail box, in his mail box, and I believe certified copies started fil- 
tering in to Dr. Murphy’s office at the Persian Gulf Referral Center 
when she was director there. And in it there was a piece of paper, 
and I could not find it to bring it to submit to you today, but I will 
get it to you as soon as I find it. It was a waiver for my ETS exam 
signed 1 year before my actual original date that I was supposed 
to get out of the service, not for my early out date. And it was 
signed by me and by a doctor but it was not my signature. I have 
never seen this handwriting before in my life, but it had my name 
on it. 

^d, like I said, it was dated 1 year exactly to the day that I was 
originally supposed to get out of the service, not the 11 months be- 
fore when I gave my early out. 

Mr. Shays. So your testimony is that the date of the physical or 
the waiver was when you were supposed to get out and that the 
signature on that document of waiver was not yours. 
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Mr. Martin. Well, part of that is right, sir. The date that was 
on the waiver was 1 year — it was a year, 1 year after the date on 
the document, I was actually supposed to get out of the service. But 
I put in for an early out 11 months before my original date. 

Mr. Shays. So the date of the document did not jive with the 
date you were actually 

Mr. Martin. It did not jive at all. And, plus, the signature did 
not jive. I have a very weird kind of signature. 

Mr. Shays. Your testimony is that that is not your signature. 

Mr. Martin. That is correct, sir. It is not my signature. I have 
made it absolutely clear it is not my signature. 

Mr. Shays. Did you ask, whoever had made the statement that 
you were told not to have children or give blood for 1 year, what 
was the reason why that statement was made? 

Mr. Martin. That was pretty much standard operating proce- 
dures at Fort Bragg. They had made it clear — ^you ^ow, they said 
whenever you go to a foreign country there could be problems, do 
not have babies or give blood. I do not know, I think they should 
have said 5 years or 10 or whatever because of the children that 
are bom now. 

Mr. Shays. In your statement on Khamisiyah, the cassette that 
you took showed the plumes going in the air. 

Mr. Martin. Mmm-hmm. 

Mr. Shays. Now, you did not take pictures of the actual shells 
that 60 Minutes had shown, which was a chemical on top of the 
shell that would suggest a chemical shell. The shell was on top of— 
the warhead, the chemical was on a shell that would have been 
used 

Mr. Martin. No, sir. I did not take those. Those were other mem- 
bers of the 37th. But I have a photograph right here, this is the 
front of my HUMV, there is a rocket right there that has the yel- 
low chemical marking band on it. I just found this about 2 or 3 
weeks ago in my photo album. And I would love to submit it for 
the record, but it is my only copy and I do not know where the neg- 
atives are. I mean, you can have it if I can find the negatives. 

Mr. Shays. The video — ^well, that picture is very important. 

Mr. Martin. You can have it. I will find the negatives some- 
where. 

Mr. Shays. The picture is very important and it needs to be 
given to the appropriate authorities. We can give it to them and 
we need to make sure that there are copies made. 

Mr. Martin. I can get copies of the other pictures, too. 

[The photographs referred to follow:] 
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Mr. Shays. I want to clarify one point. You were not reluctant 
to give the video to the DOD. My understanding is that you wanted 
them to meet with you so you could discuss with them the video 
and your challenges. 

Mr. Martin. Well, in 1994, I gave the tape to the NIH. In 1993, 
I gave the original copy that I had to Dr. Murphy, which she took 
home to watch and I cannot say an 5 d;hing about that because she 
is not a chemical expert either. I have given over 200 copies of that 
tape away. 

Mr. Shays. Who has the original? 

Mr. Martin. The original is held by Maj. Michael Huber, who is 
in Fort Leavenworth right now. He had left his instruction position 
at West Point and is in transition and therefore I cannot find him 
and Colonel Konensbvu^ claims he cannot find him either. 

Mr. Shays. But your testimony is that Dr. Joseph — excuse me, 
you never spoke with him, but that the staff was not particularly 
eager to have you speak with Dr. Joseph. 

Mr. Martin. The only thing that I was told, they called me on 
a Saturday and chewed me out. They said because of you we have 
to work Saturdays and Sundays now. And that was it. I said, well, 
what do you want to know finm me? And the lady again said, I 
think her name was Rita. She said, well, can you write down your 
comments, yoiu- statements and your observations from 
Khamisiy^ and mail it to us. And I told her no, I was tired of the 
game playing. I said as a matter of fact, if anybody else from the 
Department of Defense calls me, make sure it is Dr. Stephen Jo- 
seph or I refuse to talk to anybody. And I have not had another 
phone call since. 

Mr. Shays. This is Khamisiyah? 

Mr. Martin. Yes, sir. 

Mr. Shays. OK. And how far away were you at the time? 

Mr. Martin. Well, that is inside of Khamisiyah, that is the front 
of my HUMV. 

Mr. Shays. OK. So these moimds are a few of the hundred bunk- 
ers? 

Mr. Martin. Exactly. Exactly. 

Mr. Shays. Your testimony is that when you went there, you 
could get into some of the bunkers, a few, and some of them were 
locked up. Were they locked up because American troops had 
locked them or because 

Mr. Martin. They were not locked up, sir. There were live mines 
in the doorway. That is why I know that all the bunkers were not 
searched and examined for chemicals because if a chemical team 
would have been there, which there was not, but had they shown 
up there to look through the bunkers, we would have been the one 
to clear the doorways for them. 

Mr. Shays. Let me clarify this, though. So this is not a cook-off, 
this did not come 3 miles 

Mr. Martin. No, sir. It is sitting right there at Khamisiyah. 

Mr. Shays. Literally sitting right there. 

Mr. Martin. The road that I am sitting on right now is the main 
road going into Khamisiyah. 

Mr. Shays. So that was before detonation. 
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Mr. Martin. Exactly. I have also other pictures here, sir, if you 
would like to see them. This is what the bunkers looked like before. 
This was the starting of the explosion, during the explosion, and 
this is what the exact same bunker looked like after the explosion 
and what the ground looked like. It was black and charred. 

Mr. Shays. What surprised us first when the announcement was 
made about Khamisiyah and in terms of the fact that chemicals 
were there and DOD disclosed that, not this latest disclosure about 
the 5000, what we were led to believe was and what we were led 
to picture was that you had chemicals in the depot, in the bunkers, 
but I did not visualize that they were actually on shells. And so 
when I saw the plumes, I just visualized, well, there are the 
plumes, which way are they going. And I just want to make this 
point to you. But to actually see the pictures and to realize that 
they were on shells that then sent them 2, 3, 4 or 5, 6 miles away, 
in some cases you would point out even 12 miles away, was a new 
revelation to me that I did not know until I watched that program. 

And part of the challenge is we are constantly learning new 
things, not through eager disclosure, and the other challenge that 
we learned was when the head of the CIA was asked about were 
there chemical weapons and aside from not answering the ques- 
tion, he said there were no offensive use of chemicals. And the in- 
credible choice of words makes this committee feel that we are con- 
stantly in a game to understand what the truth is and then under- 
stand what they are sajdng and understand whether we are being 
misled. 

For instance, in our last hearing, we had been wrestling with the 
fact that DOD has not given the names to the VA of those people 
who were in the Persian Gulf and then to be able to have the V^A 
know who was where in the Persian Gulf so that when someone 
like you comes forward from a particular area in the war that then 
they contact others. We were told 600 names had been given to the 
VA, there were 600 troops in the Persian Gulf. I then made an as- 
sumption, 600 people there, 600 names — 600,000 names, excuse 
me, 600,000 troops there, 600,000 names ^ven to the VA. Then we 
learned it was just people active in the military and some of those 
600,000 were not there. 

So then when we tried to pin down the VA and say how many 
do they actually have, the names of the people who served there, 
we still do not toow. 

Mr. Martin. Sir, I talked with some people from the VA about 
putting together a roster of members from the 37th, if there was 
a way that specialized testing or epidemiological studies could be 
done on just our unit. 

Mr. Shays. See, that is a no brainer. 

Mr. Martin. It will not be done. 

Mr. Shays. Well, it is a no brainer. Everyone who was there, the 
Army should be' able to tell, the VA should know, and every one 
of them should be tested. Case closed. 

Mr. Martin. I got a call 2 or 3 days ago from a medic from the 
37th Engineer Battalion that took care of me when I first got sick. 
He is now stationed in Korea. He called me, he left our unit in 
April of this year and has been transferred to Korea. He called me 
to ask me what all this was about because he did not know any- 
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thing about until he just — he saw me on CNBC Live a few days 
ago, about a week ago, and wanted to know what this was about. 
Nobody had tried to contact him. He called his wife stateside, no- 
body had contacted her. Finally, they contacted his mother or he 
contacted his mother and she told him that someone from the mili- 
tary was trying to find him. 

And it blew my mind because if he is still active duty, the mili- 
tary should know where he is at, not calling his mother, they 
should know he is stationed in Korea. 

Mr. Shays. Did you see any Russian ammunition? 

Mr. Martin. Yes, sir. We used it. We used it. We blew up quite 
a bit of Russian AK-47’s and a lot of their ammunition, but we 
used Russian C-3’s. 

Mr. Shays. As I recall, some of the munitions actually ends up 
with lindane in it to give it the smoke and the plumes to know 
where the shells are actually landing, among other reasons. 

Let me get on just to ask one or two more questions of this panel 
and then I would be happy to go back to either gentleman if they 
have a question. 

I would like to be clear, Mr. Kapplan, about the visual picture, 
the picture that you described, “Also during this period I saw my 
first animal remains that were devoid of any insects. I instructed 
my personnel to stay clear of these carcasses until we were able to 
bum them.” 

You are trying to illustrate what, that even the insects did not 
want to be near these dead animals? I want you to elaborate on 
that statement. 

Mr. Kapplan. The desert where we were located at, the 3d Ar- 
mored Division’s areas of operations or tactical assembly area 
known as TAA Victory, was a very desolate place. There was either 
no or very little vegetation in the area. Thus there was very little 
or very few food somxes for any scavenger. When you saw camels 
and other animals that were devoid of any insects or enemy re- 
mains that were void of any insects, flies, desert flies, you imme- 
diately became very suspicious of what was going on, considering 
that our areas were full of flies, i.e., our mess halls, our class A 
ration points. So we instmcted our folks to stay away from them 
until those remains were buried and/or burned. 

Mr. Shays. And so some people handled the remains and burned 
them. 

Mr. Kapplan. Yes, sir. We had a graves registration team that 
was assigned to my responsibility as the support operations officer. 
In other words, a logistics officer for our battalion, and they were 
charged with handlin g the enemy remains. 

Mr. Shays. The bottom line for that was there was a picture that 
you remember at the time because it seemed very unusual to you. 

Mr. Kapplan. Multiple times. Yes, sir. 

Mr. Shays. Multiple times. Thank you. 

I would like to now ask you, Mr. Roberts, one or two questions 
that you do not have to answer if you do not want. I am unclear 
as to your present physical condition. 

Mr. Roberts. Say that again? 

Mr. Shays. I am unclear as to your present physical condition. 
What is the diagnosis that you are wrestUng with now? 
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Mr. Roberts. I was not supposed to make it through the first of 
the year, to be honest with you. 

Mr. Shays. Because? What is your diagnosis? 

Mr. Roberts. Lymphoma cancer. 

Mr. Shays. And are you receiving 100 percent care from the VA? 

Mr. Roberts. No. You are talking about disability or care? 

Mr. Shays. I just want to know if all your health care needs are 
being taken care of and, if so, by whom? 

Mr. Roberts. Medicare is taking care of it privately. VA has 
done nothing 

Mr. Shays. What type of insurance do you have right now? 

Mr. Roberts. I have a very small cancer policy. It does not pay 
but just minor stuff. 

Mr. Shays. So you are diagnosed with a very serious form of can- 
cer. 

Mr. Roberts. Yes. 

Mr. Shays. And you have insurance, public or private insurance? 
Do you have insurance from the government or do you have insur- 
ance — 

Mr. Roberts. No, sir. 

Mr. Shays. You have no insurance from the government, is that 
right? 

Mr. Roberts. Wait just a minute. I am getting a little bit con- 
fused. I am on Social Security, so I guess you do not count that. 

Mr. Shays. OK. But in terms of the VA, what type of care is the 
VA providing you? 

Mr. Roberts. None whatsoever. 

Mr. Shays. None whatsoever. 

Mr. Roberts. No, sir. 

Mr. Shays. You are getting no care from the VA. 

Mr. Roberts. No, sir. And I really do not think I want any from 
them. 

Mr. Shays. Fair enough. When you describe the loud noise and 
you describe, you said, “Within a few minutes my arms, neck and 
face were stinging. My lips felt numb and I had a strange taste in 
my mouth like a copper penny or perhaps a metallic taste better 
describes it,” this is how much after that you heard that sound? 

Mr. Roberts. I would say we stayed in the bunker for about 20 
minutes. I would say about 25 to 30 minutes after that. 

Mr. Shays. And did you put protective gear on or was this before 
you put protective — did you first put protective gear on? 

Mr. Roberts. By the time I got into the bunker for the first time, 
I put the gas mask on. 

Mr. Shays. You put a gas mask on. Did you have this taste be- 
fore you put the gas mask on or after you put the gas mask on? 

Mr. Roberts. I think we are a little bit confused. We went in the 
bunker twice. 

Mr. Shays. OK. Let me just say, this is very important, you are 
under oath, and I am tr 3 dng to just make sure that we are very 
clear because we also have a concern about the knowledge of the 
troops in terms of how to use the chemical gear, we also have a 
serious question as to how capable the chemical gear was, whether 
it actually did the job that it was supposed to do and whether the 
troops knew how to apply it in a way that would make it safe. So 
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this is an important little dialog that we are having here. I would 
like you to just run through the sound and the noise and what you 
did. 

Mr. Roberts. The first thing that woke me up was an explosion. 
I grabbed a gas mask and chemical suit, ran outside, running to 
the bunker, I saw a big flash. 

Mr. Shays. OK. So you heard a sound and you ran out with the 
gas mask on and the 

Mr. Roberts. No, not on. 

Mr. Shays. You were just carrying it. 

Mr. Roberts. Yes, sir. 

Mr. Shays. OK. And then you see another flash? 

Mr. Roberts. I saw the flash and then the sound of the concus- 
sion. 

Mr. Shays. OK. 

Mr. Roberts. Running to the bunker. Go in the bunker. Take the 
gas mask out of its pack, put it on, don it and sit there for a good 
20 minutes. 

Mr. Shays. Describe from when j'ou woke up to how long it took 
you to put your protective gear on. How long? 

Mr. Roberts. I did not put my protective gear on the first time 
when I got in the bunker, just the mask. 

Mr. Shays. Gotcha. 

Mr. Roberts. We were all sitting there wondering what hap- 
pened. 

Mr. Shays. OK. 

Mr. Roberts. Sat there for about 20, 30 minutes. We got the all 
clear over the radio. So that is when a lot of us went outside and 
were just kind of milling around and that is when we were ex- 
posed, at that point. So from the time of the explosion to that point, 
I have to estimate about 25 to 30 minutes. 

Mr. Shays. And I am just unclear, and it is my problem, not 
yours, I just want to be clear, I do not understand when you start- 
ed to have the taste in your mouth and when — “Within a few min- 
utes, my arms, neck and face were stinging. My lips felt numb and 
I had a strange taste.” When did that start happening? 

Mr. Roberts. Maybe I am explaining it wrong, to be honest with 
you. 

Mr. Shays. No, you have done a good job. 

Mr. Eberts. When I came back out, we got the all clear. 

Mr. Shays. Yes. 

Mr. Roberts. About half of us, were outside standing around, 
some of them were using the restrooms. Half of them went back 
to the tent. I was one of the smart people that stayed out there 
talking. Within 2 to 3 minutes after — 2 to 3 to 4 minutes, I Eim just 
estimating the best that I can, and I started feeling my face like 
this and it was feeling funny. I heard one of the people a couple 
of tents down, hey, my face feels like it is on fire. I can tell you 
his name and everytmng. I heard Marines, something is wrong, 
something is burning my skin. And it was not — I do not know how 
to explain the stinging sensation or the burning sensation. You just 
started rubbing your skin — and about the time you fibred out, 
boy, somebody has screwed up royally, that is when the alarms 
started going off. 
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Mr. Shays. So then an alarm went off. After 

Mr. Roberts. All kind of alarms. 

Mr. Shays. All kind of alarms. 

Mr. Roberts. Yes, sir. 

Mr. Shays. So you had been woken up, you had run into the 
bunker, you put the mask on, you had not put your protective gear 
on, you came outside, you were milling around, you thought it was 
all clear, and then you actually started to feel bad. 

Mr. Roberts. Yes. And it is not a mirage. I mean, that is not 
any 

Mr. Shays. Sir, you would have no reason to make this up. 

Mr. Roberts. Well, according to the Department of Defense, you 
know, I am getting pretty tired of hearing that nothing happened. 

Mr. Shays. The gentleman — ^you said there was someone else. 
What was the name of that other gentleman where you had that 
dialog? 

Mr. Roberts. Roy Butler. 

Mr. Shays. And he served with you. 

Mr. Roberts. Yes, sir. And we have had dozens and dozens of 
people testify. 

Mr. Shays. Well, it is not like you came home, you were fine 
while you were there, you actually had an experience, you had 
these sensations at the time. You were concerned about them some- 
what at the time, so you put your entire protective gear on after 
that point. After that point. 

Mr. Roberts. We went back in the bunker. 

Mr. Shays. Yes, I hear you. Well, I would go back in the bunker. 

Mr. Roberts. By that time, it was too late, really, to be honest 
with you. 

Mr. Shays. Well, it appears that might have been the case. When 
you were discharged from the military, by then you had obviously 
had some physicals. When you finally left the military. 

Mr. Roberts. Well, they kept threatening me. They were going 
to put me out because I could not do the physical training. Not 
from the Navy. I did not have any physicals from the Navy and 
that is who I was asking at that time for help. And the VA, I do 
not think you want to hear all that. I have no use for them. 

Mr. Shays. Have you ever asked to speak to someone like Mr. 
Joseph and just tell the story to him personally? 

Mr. Roberts. Mr. Joseph? 

Mr. Shays. Dr. Joseph. 

Mr. Roberts. No, I do not think it would really do any good, to 
be honest with you. 

Mr. Shays. I am just going to ask two more questions of Mr. 
Martin and then I appreciate the patience of the committee and I 
will go back if they have any questions. 

Mr. Martin, you did not go into every bunker, correct? 

Mr. Martin. No, sir. We did not. 

Mr. Shays. How many bunkers did you go in? 

Mr. Martin. I personally went into about three bunkers before 
I was bored of seeing the same things. My commander went in ap- 
proximately 9 or 10 bunkers and the rest of our unit went into the 
15 or 17 or so that did not — 13 or 15 that did not have live mines 
in the doorway. 
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Mr. Shays. It is your suspicion that not all the bunkers were 
checked? 

Mr. Martin. I know not all the bunkers were checked. You can 
see in the videotape when we would take a camera up to the door- 
ways of the bunkers to enter, you will see bouncing Betty live land 
mines, you will see antipersonnel tank land mines. I mean, you will 
see all kinds of land mines the doorways, so we just moved on to 
the next one. 

Mr. Shays. So when the Defense Department tells us Bimker 73 
had chemicals in them, you would be testifying before this commit- 
tee that they may know that there were in 73 but they cannot say 
they were not in some other bunkers. 

Mr. Martin. Exactly. I do not know how they can pinpoint one 
bunker when we were there and we did not know it, and they were 
not there and they know it, other than when — I guess the Iraqis 
gave them a report that said Bunker 73 had 6.5 metric tons of 
Sarin in it. I do not think the bunkers were large enough to hold 
6.5 metric tons unless it was in little test tubes, I do not know. I 
did not see any of those in any of the bunkers. But if Bunker 73 
had Sarin in it, then it was either that we ourselves put explosives 
on it and did not know what we were looking at, or we put it 
around the outside and on top of the bunkers, because there were 
so many bunkers that we could not get into to wire them. 

Mr. Shays. I am actually convinced that if you had not taken the 
picture and, for instance, CBS did not have their picture of the 
chemical on the shell, the projectile, that they would not acknowl- 
edge it to this day. 

Mr. Martin. That is what I have told — after I testified to your 
committee before, when they wanted that videotape, if I would 
have given them that videotape for the 3V2 months prior than I 
gave it to the Presidential Advisory Committee, June 21 would 
have never happened. I know that for a fact. 

Mr. Shays. And my fined question, you were asked by Mr. 
Fattah, and I am a little unclear about thiis and it was a very im- 
portant question that he asked, is it your testimony that equipment 
was set up to detect chemicals and they did not go off? Can you 
testify equipment was set up to monitor chemicals? 

Mr. Martin. We did not have chemical alarms set up in the area 
I was sitting at. The guys from the 37th, the soldiers from Alpha 
Company of the 37th have claims that they heard alarms go off. 
It was a personal call on their part. Sergeant Dan 

Mr. Shays. I do not understand personal call. What does per- 
sonal call mean? 

Mr. Martin. Sgt. Dan Tipulski, who was on 60 Minutes also, he 
claims that he just took his alarm and held it out the window just 
for curiosity, of his vehicle. 

Mr. Shays. When you say alarm, not every soldier has an alarm. 

Mr. Martin. Right. Not every one of us. All we had on us as a 
personal alarm was an M256 kit. But, see, like I said, the men 
from Alpha Company were IV 2 miles down away from us. 

Mr. Shays. We have testimony that in some places the equip- 
ment was never set up to monitor it. 

Mr. Martin. Right. 



382 


Mr. Shays. So therefore when the military says that they have — 
no alarms went off so we should not be concerned, that is not — ^no 
alarm went off, that is true, that is the kind of dialog we have with 
them sometimes. 

Mr. Martin. Right. 

Mr. Shays. So that no alarm went off. And then we find out, and 
they knew that no alarms were actually — no monitoring equipment 
was set up so an alarm could go off. So I am asking you a question. 
Were you around auiy monitoring equipment that could go off? 

Mr. Martin. Not during Khamisiyah. Not at all during 
Khamisiyah. 

Mr. Shays. So it was not like you were around monitoring equip- 
ment and it just was there doing its job and it just did not go off 
because there were no chemicals. 

Mr. Martin. Not at all. 

Mr. Shays. You did not see any monitoring equipment. 

Mr. Martin. I did not see any. The colonel never gave any order 
to deploy the M8 chemical alarms. Even the ^ys from Alpha Com- 
pany that heard their alarms go off, I am curious why they did not 
get on the radio and warn the rest of us or hit the horns or some- 
thing. 

But my one question, I guess, sir, back to you would be what 
does it matter if we had alarms or not? The Pentagon has already 
said 14,000 of them were worthless, so why is it so important now 
that the alarms went off? There was no alarm. 

Mr. Shays. Well, there are many answers to that question. 

Mr. Martin. I mean, if they were all worthless, why do they 
want to say that there was an alarm that went off. 

Mr. Shays. A short response and then I am going to ask if any 
committee member would like to just ask another question and I 
would be happy to 

I know we 8U'e keeping witnesses here for a while. This is a very 
important hearing and our feeling is this. You all have waited 5 
years, in some cases, to tell your story. Mr. Martin, you have told 
it a few times. But you have all waited a long time and we want 
to make sure your story is hesird and responded to. 

Ms. Nichols. Mr. Shays, on the alarms, for example, in Riyadh, 
when we were in Riyadh the first 9 days, those alarms were not 
real loud. We could not hear them unless I opened a window, which 
you really did not wEuit to do if there was a potential for chemical 
or you were in hard building, you wanted to keep the window 
closed. But we could not hear them unless we opened the window. 

Mr. Shays. You hear the alarms for the chemicals 

Ms. Nichols. So my first response, and I remember thinking 
this, I have got to ojwn the window so I can hear the alarm, but 
my first response besides grabbing at my mask is I am going to hit 
the window down to try to decrease exposure if we get the chemi- 
cals. 

There were not chemical alarms all through theater, we had to — 
I begged one off of the NBC people at the Air Force area at KKMC 
to tSe forward. I am not even sure — ^you know, I turned it over 
to our assistant NCO to set up, I am not even sure if he set it up. 
I know I had him go through the training with the NBC person. 
But you could not hear those alarms very far, so if one went off. 
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if they did not pass a radio message, it did not get out to the 
troops. 

The other thing that I am tr3dng to get through is that if your 
troops were under a low level and it was affecting their neuro- 
logical functions, they would not think I need to get on the radio, 
I need to pass the word. We were not neurologically functioning 
well under neurotoxins. The whole system was a mess. 

You know, I do not know what kind of proof you are going to 
need but the medical proof is there. We had deaths in theater that 
were not explored. 

Mr. Shays. Let me just ask, to conclude this panel, Mrs. 
Kapplan, do you have any comments to make to close? I did not 
ask you a question, but the thing that — ^there are degrees of out- 
rage and all of them are pretty high, but the thought that somehow 
a very small child could be affected by potentially the gear of her 
dad and the mom and other children is beyond my comprehension. 

Do you have any final comment to make, any observation? 

Mrs. Kapplan. Well, I think when any milita^ person goes to 
serve his country, he never thinks about his family being a poten- 
tial victim of his patriotism, if you will. You do not know how many 
times my husband and I have sat down and thought what if we did 
not do this and what if we did not do this. It is very hard when 
people attack your credibility in the military medical system, the 
CCEP, to be strong within yourself and think, no, I really need to 
be an advocate for my child, I need to come forward and I need to 
say this is wrong and this is what is going on and we need to look 
into it. 

Mr. Kapplan. This is the burden, sir, that I will have for the rest 
of my life. 

Mr. Shays. I was not intending to give either of you a burden. 
My intention, though, is to say that your country 

Mrs. Kapplan. I am not sure that there is ever going to be a de- 
finitive response from the DOD that everyone is going to feel really 
warm and fuzzy about, but I do think — like I said before, that ac- 
countability needs to be addressed in this issue and I tWnk that 
perhaps a GAO IG investigation with subpoena power into DOD 
and VA handling of this issue really needs to be looked at. 

Thank you. 

Mr. Shays. Themk you. 

Mr. Towns is a Democrat, I am a Republican. We do not know, 
we may have our suspicions, but we do not know how the elections 
will turn out, who will be in charge, but the one thing you can all 
be certain of is that Mr. Towns, who has worked as an equal part- 
ner on this issue with me and the full committee, that we will pur- 
sue it even with more vigor in the days and months and potentially 
years to come. So you all have provided an extraordinary service. 

And I am going to with that conclude this hearing. Thank you 
very much. Not this hearing, but this panel. 

Mr. Towns. May I also thank the witnesses? 

I really appreciate your coming and sharing your time with us 
and telling it in terms of your experiences because I am certain 
that as we go along, the things that you have said and the things 
that you have done will help others as well, because we are not 
going to let this issue go. We are going to stick with it. 
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Thank you so much. 

Thank you. 

Mr. Shays. Thank you all. And while you all are getting up, I 
am just going to put into the record, I want to be fair to the Assist- 
ant Secretary of Defense who has written us a letter, this is Assist- 
ant Secretary of Defense for Legislative Affairs, Sandra Stuart, to 
explain the reason why the Department is not here to testify. 

[The information referred to follows:] 
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THE ASSISTANT SECRETARY OF DEFENSE 
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U.S. HouMofRcBnMatittvei 
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SecieUiy of DetfeBM for Biilth AfUn Stephea C JoRpii. who had ynwided ttttimaiiy S year 
eaiiier heariot, would hm hid Btlle new to add to tda UftfanaBy ftm Ui bit qnmoe braxe 
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Uaadfledlhrdbcuaalaa. WhfletfaewwuaahaeipeaihiieBatfali«da|Dr.leaoph pa> tl clp aMn 
the huedm he aooqptad a leoieat to befon the Home Oonmlltaa oB Oonmiene 

SbboQioDitttBe on nealdt ana BBviraaigaBt*i hearmg on SobvcBdoo at the aaoie thoe. 

Ai wu ibo dbouied with your iU/lt, we would be pleaaed to leadiy befim your 
Suboommittoe and provide a fan update OQliiueatBaeaadlagooftoueatlgM OB of poailbb 
chem^ agaot enoaora during uto albr dw Ool/ Wv 11 looB la ate have eomsieud our oogolns 
inveteigatknintiuafea. MudhoftbaaaalyibielbaooinodaUiigdavalgpadjaliidybythataba 
Qutfbiveatlgattva Team and Iba Central lotelUgemAtncy. fcwo in e d raiueal faftawatotba 
Dudatiia aqEBmaei have ddi^ the pbenad aebadab to oeachida iBamlaMhte of opandoiia at 
l OiMwia^M h MYteg appeared prevloaily before the Subc fiwnlitt e to dlacoia our leaeaieh and 
clinkal evaluation procama aiaoclited with Penian Oull War Vetanaa' nheiaei, we wQ] of 
coanewodt with the Subcommittee to arrange an oppottnniw to teatMy OB pcaalUeeliBtnlcal 
expoautea when the analyib of foe laodellni Infonnition b fbii a h ed. 

Wbito die Invcatigatkio boot yet c ornr in t e , the Depa r t m ent innwaoed CO Wednerday tut 
upaoteon of Iti effort to ootily veteratte who may have been emoaed to lew bveb of cfaertdcil 
agentieauldngftomdemoUtioaBattbBKbinibijwfacIlihfaiMaichiyyi. Weareatpaodlivdie 
notificatiaoi becauie the Infonnitloa we ate cunantly teviawlng mqr ctaElnde that raiiUe ^ 
level erqxMuteam^ have taken place out to 29 km fioraKbandaiyib on March 10, 1991. Aa 

In wif < fewrefntMr I0U6 iMtimnny liefem the Preildiaiital Advbory Cnmmlttoe. on fliat 
dtyagroupofUJ. wicea d e tnii at Btl aetlllunknownnnniberofcheprioalinn n l t lo n alnapititeai 
fow kUcmiettn away Hmn Btukeir 73, whidt wii defrayed OB March 4. 

Aa we team more afariui Kbambfyih hr the next faw weeks, we expect to IdentliV and 
ttodlyadrliboaaltioopa who might have beeriexpoiad. Wbwilleocooraietheeelndlvlauabto 
paitictpite hi the DuMrtineat'ioIinielleviluitlou program. Once we have a clear and aoeurtte 
ptctuie of evenb S me pit area, we wHI be h^ipy to update your Subcommlitae on Khamiiiyah as 
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Mr. Shays. You all are free to get up, and I will just call on the 
next panel. It is Sylvia Copeland, Chief for Persian Gulf War Vet- 
erans Illnesses Taskforce, Central Intelligence Agency; and Dr. 
Frances Murphy, Environmental Agents Services, Department of 
Veterans Affairs. 

While our next panel is coming, I will for the record submit this 
letter in its entirety. We wnll maJce it available so that my color- 
ation of what it says can be viewed by everyone here. 

I just will read the first paragraph. 

“Dear Mr. Chairman,” this is dated the 19th, we received it at 
10:24. ‘We respectfully decline your invitation to testify before your 
subcommittee on Thursday, 9 September 1996. As we discussed 
with your staff, our most appropriate witness. Assistant Secretary 
of Defense for Health Affairs, Stephen C. Joseph, who had provided 
testimony at your earlier hearing, would have little new to add to 
his testimony from his last experience before the subcommittee and 
he would not have been able to address some of the specific issues 
you identified for discussion. While there was subsequent interest 
in having Dr. Joseph participate, in the interim he accepted a re- 
quest to testify before the House Committee on Commerce, Sub- 
committee on Health and Environment, hearing on Medicare sub- 
vention at the same time.” So he is at another hearing. I would just 
share my general impression that there should not just be one per- 
son in the Department of Defense who is capable and qualified to 
come and testuy before this committee. 

It leads me to have the continual concern that only information 
can come from one source and, frankly, if this committee continues 
either under Mr. Tovras’ or my leadership, we will be asking people 
other than Mr. Joseph to come and testity because I have to believe 
that there is more than one person who is working on this issue 
and is capable to respond. 

And then, second, there is reference in the second paragraph to 
the fact that there is certain modeling going on. This modeling re- 
lates to the issue of when the plumes went in the air which way 
did the wind blow because when our troops were engaged in com- 
bat we had information that said that our troops could destroy cer- 
tain depots because the wind would blow away from the troops, not 
toward our troops. 

And the question is now we are looking at that information, the 
very company that made the determination that the plumes would 
go away from our troops, it is the company now who is looking to 
see if they were right, which raises a tremendous question mark 
in my mind and the fact now that the modeling still has problems 
raises additional questions. 

But in fairness to the Assistant Secretary, he is at another place 
as we conduct this hearing. 

I am going to ask both of you to — ^we need to swear both of our 
witnesses in, if you would both rise. 

[Witnesses sworn.] 

Mr. Shays. Ms. Copeland, you have never testified before this 
committee and I thank you for being here. 

Dr. Murphy, you have been here twice before and I know it is 
not a particularly easy time to come before this committee under 
certain circumstances. I imagine you have private and public feel- 
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ings and you may not take oiu* same assessment, you may take our 
same assessment in certain ways. So I realize that this — ^you have 
been here three times, you have been very gracious, we have appre- 
ciated you being here and we look forward to your testimony as 
well as yours, Ms. Copeland. 

I think we will start with you, Ms. Copeland. Thank you very 
much for being here. 

STATEMENTS OF SYLVIA COPELAND, PERSIAN GULF WAR 
VETERANS ILLNESSES TASKFORCE, CENTRAL INTEL- 
LIGENCE AGENCY; AND FRANCES MURPHY, DIRECTOR, EN- 
VIRONMENTAL AGENTS SERVICES, DEPARTMENT OF VETER- 
ANS AFFAIRS 

Ms. Copeland. Mr. Chairman, with your permission, I would 
like to submit a recently published report that was sent to your 
subcommittee entitled “CIA Report on Intelligence Related to Gulf 
War Illnesses” for the record, a report, of which you have a copy. 
Mr. Shays. There is no objection to that. 

[The information referred to follows:] 

CIA Report on Intelugence Related to Gulf War Illnesses 

In parallel with the DOB’S Persian Gulf investigative Team, the CIA’s Office of 
Weapons, Technology and Proliferation conducted an independent review of intel- 
ligence documents to determine whether US troops were exposed to chemical and 
biological warfare agents during the Gulf war. The CIA’s effort did not seek to dupli- 
cate that of DOD; however, CIA analysts drew upon and examined DOD information 
to clarify intelligence, to obtain leads, and to ensure a thorough and comprehensive 
intelligence assessment. 


KEY FINDINGS 

On the basis of a comprehensive review of intelligence and other information, we 
assess that Iraq did not use chemical or biological weapons or deploy these weapons 
in Kuweiit. In addition, analysis and computer modeling indicate chemical agents re- 
leased by aerial bombing of chemical warfare facilities did not reach US U-oops in 
Saudi Arabia. Coalition bombin|' Faulted in damage to filled chemical munitions at 
only two facilities — Muhammad^at and A1 Muthanna — ^both located in remote areas 
west of Baghdad. UNSCOM inspections concluded that no chemical munitions were 
destroyed at the An Nasiriyah Ammunition Storage Area, coimtering publicized 
theories that fallout fiom the facility were the cause of credible but unverified nerve 
agent detections in Saudi Arabia. We assess no biological weapons or agents were 
destroyed by Coalition forces during the Gulf war. Finely, Iraq never produced radi- 
ological weapons for use and bombied Iraqi nuclear facilities caused only local con- 
tamination north of the Kuwait Theater of Operations. 

A recent assessment based on a comprehensive review of all intelligence informa- 
tion and a May 1996 UNSCOM inspe^on concludes nerve agent was released as 
a result of inadvertent US postwar demolition of chemical rockets at a bunker and 
probably at a pit area at the Khamisiyah Ammunition Storage Area in Iraq. We 
have modeled the chemical contamination levels in Iraq resulting from the bunker 
destruction so that the DOD can assess who may have been exposed. Analysis of 
demolition activities in the pit area is still under way. 

NO INTENTIONAL ffiAQI USE OF CHEMICAL OR BIOLOGICAL AGENTS 

We assess that Iraq did not use chemical or biological weapons against Coalition 
troops based on our thorough review of intelligence reporting and on the lack of cas- 
ualties that was a signature of chemical use during the Iran-Iraq war. We assess 
that Iraq probably did not use these weapons because of a perceived threat of over- 
whelming Coalition retaliation. 

CHEMICAL WEAPONS AT TWO SOUTHERN IRAQ DEPOTS: AN NASIRIYAH AND KHAMISIYAH 

We assess that Iraq had chemical weapons at two sites (see figure 1) in Iraq — 
the An Nasiriyah Ammunition Storage Depot SW and the Khamisiyah (US name 
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Tall al Lahm) Ammtmition Storage Area — ^within the Kuwait Theater of Operations 
(KTO) 1 during Desert Storm. Both of these sites were large rear-area depots near 
the northern boundary of the KTO that stored mostly conventional ammimition. 
UNSCOM reporting and other information indicate that Coalition bombing did not 
destroy the bunker containing the chemical agents temporarily stored at An 
Nasiriyah. We have recently determined US troops were near a release of chemical 
agents at Khamisiyah, and DOD is assessing potential exposure. 

AN nasiriyah: chemical munitions moved to khamisiyah 

According to Iraqi statements to UNSCOM in May 1996, An Nasiriyah stored 
6,000 155-mm mustard rounds from early January until they were moved to 
Khamisiyah after 15 February 1991. Iraq stored the munitions starting just before 
the air war at one bunker — called Bunker 8 by Iraq — ^at An Nasmyah Ammunition 
Storage Area SW. According to Iraq, these mustard rounds were moved to 
Khamisiyah because of fear of additional Coalition bombing. 

The Coalition bombirm of An Nasiriyah on 17 January 1991 did not cause a re- 
lease of chemical agent because the bunkers that were bombed on that date did not 
contain chemical agents. In May 1996, UNSCOM inspectors examined the rubble 
surrounding the bunkers at An Nasiriyah that were bombed on 17 January 1991 
and determined that the bunkers contained only conventional wea^ns. Although 
mustard rounds were in Bunker 8 at An Nasiriyah on 17 January, UNSCOM infor- 
mation indicates they were not damaged. No omer agents were known to be at An 
Nasiriyah. 

khamisiyah: some chemical munitions destroyed by ground troops 

UNSCOM inspected chemical munitions at or near Khamisiyah in October 1991 
and identified 122-mm sarin/cyclo-sarin (GB/GF) nerve-agent-filled rockets and 155- 
mm mustard rotmds. At that time it was not clear whether these chemical weapons 
had been present during the Gulf war or whether, as was suspected at other loca- 
tions, the Iraqis moved the munitions there shortly before the 1991 UNSCOM in- 
spection. 

During its October 1991 inspection of the Khamisiyah facihty, the Iraqis told 
UNSCOM that Coalition troops had destroyed chemical weapons at a bunker earlier 
that year,2 and UNSCOM found chemical munitions at two open sites (see figure 
2): 

• Remnants of 122-mm rockets were identified at a single bunker among 100 
bunkers, cedled “Bunker 73” by Iraq. It was unclear whether the munitions in Bunk- 
er 73 were chemical because &ere was no sampling or positive chemical agent mon- 
itors (CAM) readings and inspectors did not document characteristic features of 
chemical munitions. 

• Several hundred mostly intact 122-mm rockets containing nerve agent-detected 
by sampling and with CAMs — were found at a pit area about 1 km south of the 
main storage area. 

• Over 6,000 intact 155-mm rounds containing mustard agent, as indicated by 
CAMs, were found in an open area several kilometers west of IGiamisiyah. 


> Generally defined as Kuwait and Iraq below 31 degrees north latitude. 

^ This statement, however, was viewed with skepticism at the time because of the broad, con- 
tinuous use of deception by tiie Iraqis against UNSCOM. 
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Figure I. Iraq's Declared Wartime CW Agent Stockpile 
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Bunker 73 Rocket Destruction. The recent comprehensive review of all infor- 
mation enabled us to determine that US troops — not Iraq — destroyed the rockets in 
Bunker 73. In March 1996, in coiyunction with DOD investigators, we determined 
that the US 37th Engineering Battalion had destroyed that bunker along with over 
30 other bunkers on 4 March 1991. 

However, it was not until UNSCOM’s May 1996 inspection at Khamisiyah that 
was determined that Bunker 73 contained remnants of 122-mm chemical rockets. 
During this inspection, inspectors documented the presence of high-density poly- 
ethylene inserts, burster tubes, fill plugs, and other features characteristic of Iraqi 
chemical mumtions. Analysis of the contents of the rockets tiiat UNSCOM found in 
1991 in the pit area just outside the Khamisiyah Storage Area shows that the iden- 
tical rockets in Bunker 73 had been filled with a combination of the agents sarin 
and GF. Therefore, we conclude that US troops destroyed chemical rockets in Bunk- 
er 73. 

Mt Area Rocket Destructfon. During the May 1996 UNSCOM inspection, Iraq 
claimed that some of the rockets located in the pit area had been destroyed by occu- 
pying forces. On the basis of very recent interviews of 37th Engineering Battalion 
personnel, DOD now believes that demolition personnel did set charges on stacks 
of rockets in the pit on 10 March 1991 at 1630 local time. 

We are still trymg to determine the number of rockets US forces could have de- 
stroyed. Once we determine the ntunber, we will model the likely hazardous area 
cau^ by the destruction. Iraq told the May 1996 UNSCOM inspectors that it 
moved about 1,100 rockets out of B unk er 73 to the pit 2 km away to avoid chemical 
contamination of the bunker faciliW. The Iraqis claimed the rockets started leaking 
immediately after they were transferred &om the A1 Muthanna CW Production and 
Storage Facility just before the air war. 

Open-Area Mustard Shells Intact. As discussed previously, more than 6,000 
mustard rounds were moved &om An Nasiriyah to an open area several kilometers 
west of the main facility at Khamisiyah. These munitions were found undamaged 
by UNSCOM in October 1991. They were later moved to and destroyed at 
UNSCOM’s A1 Muthanna destruction facility. 

MODELING OF RELEASE OF AGENTS FROM BUNKER 73 

Modeling of the TOtential hazard caused by destruction of Bunker 73 indicates 
that an area around the_ bunker at least 2 km in aU directions and 4 km downwind 
could have been contaminated at or above the level for causing acute symptoms in- 
cluding runny nose, headache, and miosis (see figure 3 and text box). An area up 
to 25 km downwind and 8 km wide could have been contaminated at or above the 
much lower general population dosage limit.^ From wind models and observations 
of a video of destruction activity at Khamisiyah, we determined that the downwind 
direction was northeast to east (see figure 4). 

MODELING ASSUMPTIONS ABOUT BUNKER 73 

Some of the following modeling assumptions were based on data from US testing 
in 1966 that involved destruction of bunker filled with 1,850 GB rockets with maxi- 
m\im range similar to that of Iraqi rockets found in Bunker 73; 

• 1,060 rockets as indicated by Iraq. 

• Rockets filled with 8 kg of a 2:1 ratio of GB to GF (contents assumed to be 100 
percent agent) based on UNSCOM information and sampling from the pit. 

• Ten percent of rockets ejected finm the bunker, half of which randomly fall 
within a 200-meter circle, the other half falling within a 2-km circle based on US 
testing.* 

• Ejected rockets released agents on impact. 

• A 15-meter mean agent release height was chosen to be conservative when de- 
termining ground hazard. 

• All but 2.5 percent of agent in the biuker degraded by heat fi;x)m explosion and 
motor/crate burning based on US tests. 


® The Army established this dosage criteria for protection of the general population: a 72-hour 
exposure at 0.000003 mg/mS — significantly lower than the O.OOOlmg/mS occupational limit de- 
fined for 8 hours — ^is specified. 

• DOD documents and multiple veins reported that munition “cook-o^” — munitions that ignite 
and are gected fix>m their storage due to the demolition fire — sent ordnance as far as 10 km 
or more from the bunker fa^ty. Nonetheless, we did not model this phenomena because we 
have been unable to determine whether any of the cook-offs involved diemical rockets, and if 
so, the number of rockets and how far they went. 



395 


• Winds slow to the northeast to east, based on modeling and analysis of a video- 
tape of the destruction activity at Khamisiyah. 

• Our models do not include the effect of the reported 32 to 37 conventional ord- 
nance bunkers detonating and burning simultaneously with the chemical bunker. 
The added thermal energy created by explosions and fmes in the other bunkers and 
solar heating caused by the increased amounts of smoke would tend to degrade 
agent as well as more quiddy disperse the agent between the ground up to the max- 
imum altitude of 800 to 1,200 meters.^ This more rapid vei^cal spreading would 
tend to lower ground contamination in the area. 


b Thia altitude represents the estimated hei^t of the mixing layer — the lower turbulent part 
of the atmosphere above which agent transport is inhibited due to a laminar boimdary layer. 
This layer can often be seen hum aircraft while landing in cities with polluted air. 
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CHEMICAL FALLOUT FROM AERIAL BOMBING: AT MUHAMMADIYAT AL 

MUTHANNA 

We conclude that Coalition aerial bombing damaged filled chemical munitions at 
two facilities — Muhammadiyat and A1 Muthanna. In reaching this assessment, we 
examined all intelligence reporting on the location of chemical weapons in Iraq and 
the KTO and scrutinized dozens of sites (see table) that were alleged to be connected 
in one way or another with chemical weapons. Oir modeling indicates that chemical 
agent fallout from these facilities — both located in remote areas west of Baghdad — 
did not reach troops in Saudi Arabia. Finally, we have found no information to sug- 
gest that casualties occiured inside Iraq as a result of chemical warfare (CW) agents 
released from the bombing of these sites— probably because these two facilities are 
in remote locations far from any population centers. The Muhammadiyat and A1 
Muthanna sites are both over 30 "km from the nearest Iraqi towns. 

According to the most recent Iraqi declarations, less than 5 percent of Iraq’s ap- 
proximately 700 metric tons of declared chemical agent stockpile was destroyed by 
Coalition bombing. In most cases, the Iraqis did not store CW munitions in bunkers 
that they believed the Coalition would tai^et. The Iraqis stored many CW munitions 
in the open, protecting them from Coalition detection and bombing because we did 
not target open areas. In addition, all known CW and precursor production lines 
were either inactive or had been dismantled by the start of the air campaign. 

MUHAMMADIYAT 

Iraq declared that 200 mustard-fiUed and 12 sarin-filled aerial bombs at the 
Muhammadiyat (US geographic name Qubaysah) Storage Area were damaged or de- 
stroyed by Coalition bombing. We have modeled the contaminated area resulting 
from bombing of Muhammadiyat, a site at least 410 km from US troops stationed 
at Rafha and even further from the bunk of US troops (see figure 5). Bombing of 
this facility began on 19 January and continued throughout the air war. We have 
been unable to determine exactly when the chemical bombs were destroyed. On the 
basis of recent Iraqi declarations, we have modeled a release of 2.9 metric tons of 
sarin and 15 metric tons of mustard on all possible bombing dates to find the largest 
most southerly hazardous area. Southerly winds occurred for only a few of the days 
the site was bombed. Figures 6 and 7 show that for general population limit dosages 
(above 0.013 mg-min/m3), downwind dispersions in the general southerly direction 
for sarin and mustard fell below this level at about 300 and 130 km, respectively. 

SELECTED SUSPECT CHEMICAL WEAPONS SITES EXAMINED “ 


Facilities Coordinates 


Al Muthanna (Samarra) 335IN/04349E 

Khamisijah (Tall al Lahm) 3045N/04623E 

Muhammadiyat (Qubaysah Storage Depot) .. 3315N/04241E 

Al Walid Airbase (H3 Airfield) .. 3256N/03945E 

Fallujah I (Habbaniyah III) 3329N/04349E 

Fallujah I (Habbaniyah I) .. 3333N/04338E 

Al Bakr Airfield [subordinate] (Samarra East Airfield) 3410N/04416E 

Al Taba’at Airstrip (H3 SW Airfield) 3245N/03936E 

Al Tuz Airfield (Tuz Khurmatu Airfield) 3457N/04428E 

Dujayl/Awarab (Sumaykah SSM Support Facility SE) 3349N/04415E 

Fallujab Chem Proving Gnd (Habbaniyah CW Training Center) 3308N/04352E 

Murasana Airbase (H3 MW Airfield) 3305N/03936E 

Qadisiyab Airbase (Al Asad Airfield) 3347N/04226E 

Saddam Airbase (Qayyarah West Airfield) 3546N/04307E 

Tammuz Airbase (Al Taqaddum Airfield) 3320N/04336E 

Al Qaim Superphosphate Fertilizer Plant 3422N/04110E 

Al Taqaddum Airfield 3320N/04336E 

An Nasiriyah Ammo Storage Depot SW 3058N/04611E 

Ash Shuaybab Ammo Storage Depol 3029N/04739E 

Baghdad Ammo Depot Taji 3333N/04414E 

Fallujah II (Habbaniyah II) 3329N/04340E 

K-2 Airfield 3455N/04605E 

Kirkuk Airfield 3528N/04421E 

Kirkuk Ammo Depot West 3533N/04358E 

Mosul Airfield 3618N/04309E 
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SELECTED SUSPECT CHEMICAL WEAPONS SITES EXAMINED ^Continued 

FadlltKS Coordinates 


Qayyarah West Airfield 3546N/04307E 

Qayyarah West Ammo Storage Depot 3552N/04307E 

Tallil Airfield 3056N/04605E 

Ubaydah Bin al Jatrah Airfield 3229N/04546E 

Ad Diwaniyah Ammo Depot 3158N/04454E 

Al Fallujah Ammo Depot South 3313N/04341E 

Ukhaider (Karbala Depot and Ammo Storage) 3223N/04330E 

Qabatiyah Ammo Storage (Wadi al lassiyah Ammo Storage) 3352N/04242E 

Tikrit Ammo Depot (Salahadin) 3443N/04339E 


"These sites represent eumples of sites that haee been connected — often tenuously — to Iraq's chemical warfare program. 
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Figure 6. Worst Case Hazard Footprint for 2.9-Metric-Ton Sarin Release 
at Muiiammadiyat Storage Area 
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Figure 7. Worst Case Hazard Footprint for lS.2-Metric-Ton Mustard 
Release at IVluhaminadiyat Storage Area 
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Neither the first efiects nor the general population limit levels would have 
reached US troops that were stationed in Saudi Arabia.'* 

AL MUTHANNA 

Iraq declared that 2,500 chemical rockets containing about 17 metric tons of sarin 
nerve agent at A1 Muthanna (US geographic name Samarra), the primary Iraqi CW 
production and storage facility, had been destroyed by Coalition bombing. UNSCOM 
inspectors were unable to verify the exact number because of damage to the rockets. 
We have modeled possible bombing dates for this bunker and determined that the 
most southerly dispersal for reaching the general population limit dosage is 160 km 
(figures 8), well short of US troops. 

NO EVIDENCE OF BIOLOGICAL FALLOUT FROM AERIAL BOMBING 

There are no indications that any biological agent was destroyed by Coalition 
bombing. Available intelligence reporting and Iraqi statements indicate that Iraq 
went to great lengths to protect its biological mumtions from aerial bombardment. 
The Iraqis have stated that its biol^cal-agent-filled aerial bombs were deployed to 
three aimelds well north of the ICTO. The bombs were placed in open pits far from 
bombing targets, then covered with canvas, and buried with dirt. Iraqi biological 
warheads for A1 Husayn missiles were hidden well north of the KTO both in a rail- 
road tunnel and in eara-covered pits at a location near the Tigris canal. The Iraqis 
admitted to production of biological agents at four sites near Baghdad but said it 
ceased production before the au- war. In addition, UNSCOM found no damage to 
any of these facilities from Coalition bombing. 

IRAQI CHEMICAL AND BIOLOGICAL AGENTS 

We found no evidence that would indicate that Iraq developed agents specifically 
intended to cause the most common types of long-term symptoms seen in iU Gulf 
war veterans. This finding is important in ruhng out the scenario of covert use of 
such an agent. With the possible exception of aflatoxin, all declared Iraqi agents 
were intended to cause rapid death or incapacitation. The only documents effects 
of aflatoxin in humans are liver cancer months to years after it is ingested and 
symptoms — possibly including death— caused by liver damage from ingestion of 
large amoimts. Emets of aerosoUzed aflatoxin are unknown. UNSCOM assesses 
that Iraq looked at aflatoxin for its long-term carcinogenic effects and that testing 
showed that large concentrations of it caused death within days. We have no infor- 
mation that womd make us conclude that Iraq used aflatoxin or that it was released 
in the atmosphere when bombing occurred. 

OTHER POTENTIAL HAZARDS 

CIA’s also reviewed intelligence on potential hazards other than chemicad and bio- 
logical agents. Some of the studied hazards include: 

• Red Fuming Nitric Acid (RFNA). Scud missiles that impacted in Saudi Ara- 
bia and Israel each contained approximately 300 pounds of toxic RFNA oxidizer and 
100 pounds of kerosene fuel. Although we know of no long-term illnesses related to 
these chemicals, we assess that RFNA is a likely cause of some of the burning sen- 
sations r^orted by veterans near Scud impacts. DOD’s Persian Gulf Investigation 
Team (PCriT) has been informed of this and is following up to look for long-term 
symptoms. 

• Radiological Weapons and Radiation Fallout. Although Iraq conducted re- 
search on rauological weapons, we assess it never progressed into the developmen- 
tal phase. Small quantities of radioactive material were released during tests in 
areas north of Bamdad. These tests took place two years before the Gulf war, and 
any radioactivity mom those tests would have decayM away by the time of the war. 
In addition, Iraqi nuclear facilities bombed during the Gulf war produced only mini- 
mal local contamination north of the KTO, with no releases detected beyond those 
facilities. 


■•When predicting low concentration levels far downrange of the source, large dispersions 
are create that are difficult to model. We assess, however, that our results are biased upward 
because we chose optimal times and dates that would have produced the maximum dispersion 
toward Saudi Arabia. In addition, the models do not account for phenomena — such as de^sition 
onto the groimd and rain removal of agent — ^that woffid greatly diminish potential downwind 
exposure. 
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• Miscellaneous. We have seen a niunber cf reports claiming that veterans were 
exposed to other hazards including everything from poisoned water supplies to choc- 
olate additives. In examining these reports, we found nothing to corroborate them, 
but we have made DOD’s Persian Gulf Investigative Team aware of them. 

FUTURE EFFORTS 

CIA will continue to track any leads that surface in the future and will make our 
findings available to the public. We will complete our review of the hazards posed 
by destruction of chemicm rockets in the pit area and will publish our findings over 
the Internet. 



405 


f^igure ^ Worst Case Hazard Footprint for i6.8-Mctric-ToB Sarin 
Release at Al Muthanna Storage Area 
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Mr. Shays. Would you put the mic a little — maybe put it in front 
of you? It is a little hard to read sometimes with the mic in the 
way, but we sure can hear you better. 

Ms. Copeland. I am pleased to represent the agency today and 
to relay our findings pertaining to Gulf war illnesses. Today, I will 
provide our key findings and some recent assessments regarding 
the presence of chemical agents at Khamisiyah, Muhammadiyat 
and A1 Muthanna. 

The CIA concludes that Iraq did not use chemical agents, nor 
were any agents located in Kuwait. In addition, on the basis of in- 
telligence information available and modeling to date, we assess 
that United States troops were not exposed to chemical agents re- 
leased by aerial bombing of Iraqi facilities. However, we have iden- 
tified and will discuss potential fallout concerns in the case of a 
rear area chemical weapons storage bunker in southern Iraq. 

There is also a set of figures that have been handed to the com- 
mittee and I will refer to those as I go through the testimony. 

If you would look at figure 1 first, please, we conclude that Iraq 
had chemical weapons at two sites within the Kuwaiti theater of 
operations. Chemical weapons were destroyed by United States 
forces at one of these, the Khamisiyah ammunition storage area. 
Both Khamisiyah and a second site. An Nasirryah, were large rear 
area depots near the northern boundary of the Kuwaiti theater of 
operations in Iraq and stored mostly conventional munitions. 

If you look at fi^re 2, UNSCOM inspected chemical munitions 
at or near Khamisiyah in October 1991 and identified 122 millime- 
ter Sarin/Cyclosarin nerve agent filled rockets and 155 millimeter 
mustard rounds. At the time, it was not clear whether the chemical 
weapons identified had been present during the war or whether, as 
suspected at other locations, the Iraqis had moved the munitions 
after the war and just prior to the 1991 UNSCOM inspection. This 
uncertainty was only cleared up through the recent comprehensive 
review of intelligence information and an UNSCOM inspection in 
May 1996 at Khamisiyah. 

Iraq told the May 1996 UNSCOM inspectors that Iraq had 
moved 2,160 unmarked 122 millimeter nerve agent rockets to 
Bunker 73 from the A1 Muthanna CW production and storage facil- 
ity just before the start of the air war. According to Iraq, during 
the air war, they moved about 1,100 rockets from that bunker to 
the pit area 2 kilometers away. 

Iraq told UNSCOM in May 1996 that they believed occupying co- 
alition forces also destroyed some pit area rockets. DOD’s inves- 
tigation into this possibility has indicated that U.S. soldiers de- 
stroyed stacks of crated munitions in the pit on 10 March 1991. We 
are working with the investigative team to determine the number 
of rockets destroyed in order to model the potential hazard result- 
ing from this destruction. We plan to finish our analysis on the pit 
in the coming weeks. 

During the May 1996 inspection, Iraq also told UNSCOM that 
the 6,000 155 millimeter mustard rounds UNSCOM found in the 
open area at KhEimisiyah in October 1991 had been stored at one 
bunker at An Nasir^ah until 15 February 1991, just before the 
ground war. Iraq claims that fears of coalition bombing motivated 
An Nasirryah depot personnel to move the intact mustard rounds 
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to the open area 5 kilometers from the Khamisiyah depot, where 
the rounds were camouflaged with canvas. Subsequently, we have 
been able to confirm that the munitions were moved to this area 
about this time. 

Modeling of the potential hazard caused by the destruction of 
Bunker 73, you can look at it in figure 3, indicates that an area 
around the bunker at least 2 kilometers in all directions and 4 kilo- 
meters downwind could have been contaminated at or above the 
level causing acute symptoms, including runny nose, headaches, 
miosis. An area up to 25 kilometers downwind could have contami- 
nated at a much lower general population dosage limit. Based on 
wind models and observations of a video and photographs of de- 
struction activity at Khamisiyah, we determined that the down- 
wind direction was northeast to east. 

Some of the modeling assumptions we used were based on data 
from U.S. testing in 1966 that involved destruction of several bunk- 
ers filled with GB rockets of similar maximum range to the Iraqi 
rockets found in Bunker 73. 

On the basis of all available information, we conclude that coali- 
tion aerial bombing resulted in damage to filled chemical munitions 
at only two facilities: Muhammadiyat and A1 Muthaima. Both are 
located in remote areas west of Baghdad. Our modeling indicates 
that fallout finm these facilities did not reach troops in Saudi Ara- 
bia. According to the most recent Iraqi declarations, less than 5 
percent of Iraq’s approximately 750 metric tons of chemical agent 
stockpile was destroyed by coalition bombing. 

At Mcdiammadiyat storage area, Iraq declared that 200 mustard 
filled and 12 Sarin filled aerial bombs were damaged or destroyed 
by coalition bombing. We have modeled the contaminated area re- 
sulting fix>m bombing Muhammadiyat, a site which is at least 410 
kilometers from United States troops stationed at Rafha and even 
further from the bulk of United States troops. Bombing of this fa- 
cility started on 19 January and continued throughout the air war. 
Analysis of all available information leads us to conclude that the 
earliest chemical munitions destruction date at Muhammadiyat is 
22 January. Based on recent Iraqi declarations, we have modeled 
the release of 2.9 metric tons of Sarin and 15 metric tons of mus- 
tard for all the possible bombing dates. For these days, as for the 
whole time period of the bombing, southerly winds occur only on 
a few days. Figtires 6 and 7 show the maximum downwind disper- 
sions and the general southerly direction for Sarin and mustard 
cutoff at about 300 and 130 kilometers respectively. Neither the 
first effects nor the general population limit levels reached United 
States troops that were stationed in Saudi Arabia. 

At A1 Muthanna, the primary Iraqi CW production and storage 
facility, Iraq declared that 2,500 chemical rockets containing about 
17 metric tons of Sarin nerve agent had been destroyed by coalition 
bombing. UNSCOM inspectors were unable to verify the exact 
number because of damage to the rockets. Analysis of all available 
information leads us to conclude that the earliest chemical muni- 
tions destruction at the bunker that was destroyed at A1 Muthanna 
is 6 February. Of the days that the bunker at A1 Muthanna could 
have been bombed, winds were southerly on only 8 February. Fig- 
ure 8 shows that for the general population limit dosage, the most 
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southerly dispersion on 8 February is 160 kilometers, again well 
short of U.S. troops. 

Finally, we have found no information that would lead us to con- 
clude or suggest that casualties occurred inside Iraq as a result of 
CW agents released from the bombing of these two facilities. This 
is probably because these two facilities are in remote locations, far 
from any population centers. The Muhammadiyat and A1 
Muthanna sites are both over 30 kilometers from the nearest Iraqi 
town. 

We will continue to be vigilant in tracking any lead that surfaces 
in the future. If we find any information pointing to chemical or 
biological agent exposures or impacting significantly on the issue of 
Gulf war veterans’ illnesses, we again will work with the Depart- 
ment of Defense to announce those findings. 

Mr. Shays. Thank you, Ms. Copeland. 

Dr. Murphy. 

Dr. Murphy. Mr. Chairman and members of the subcommittee, 
thank you for inviting me here today to appear before the sub- 
committee and update you on important clinical and research de- 
velopments related to Persian Gulf war veterans. 

I apologize, I was originally scheduled to be on the fourth panel 
this ^temoon with the scientists and medical experts. I am not an 
investigation expert, I am not in intelligence, and therefore my 
comments will be focused on research and medical issues. 

I am currently the Director of the VA’s Environmental Agents 
Service. I am a neurologist and previously the director of VA’s Per- 
sian Gulf Referral Center in Washington, DC. 

Shortly after the return from the southwest Asia theater of oper- 
ations, veterans of Operation Desert Shield and Desert Storm 
began to report a variety of symptoms and illnesses. In response 
to the needs of these wartime veterans, the Department of Veter- 
ans Affairs developed its first health care programs for Persian 
Gulf veterans beginning in 1991 and 1992. The Department has 
continuously improved and expanded these programs to encompass 
a comprehensive, four-pronged approach to Persian Gulf veterans 
programs, addressing relevant medical care, research, compensa- 
tion and outreach and education issues. 

VA provides Persian Gulf Registry Health Examinations, Refer- 
ral Center evaluations, and specieil eligibility for priority outpatient 
and inpatient heEdth care for Persian Gulf veterans. To date, more 
than 60,000 Persian Gulf veterans have completed Registry exams, 
almost 187,000 have been seen in ambulatory care clinics, and 
more than 18,000 have been admitted to VA medical facilities. 

Of those veterans participating in our Registry programs, they 
have commonly reported to us that they suffer from fatigue, skin 
rash, headaches, muscle and joint pain, memory loss, shortness of 
breath, sleep disturbances, diarrhea and other gastrointestinal 
complaints, and chest psun, a group of symptoms that have become 
very familiar to those of us who deal with the health of Persian 
Gulf veterans. 

However, another 12 percent of our Registry participants are 
as 3 raptomatic, but they do come to VA looking for advice from phy- 
sicians because they are concerned that there might be possible fu- 
ture consequences resulting from their service in the Persian Gulf. 
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It is important to recognize that numerous scientists and advi- 
sory committees have concluded that there are many types of dif- 
ferent illnesses, including a wide variety of well defined medical 
and psychiatric conditions being diagnosed in Persian Gulf veter- 
ans participating in the VA, DOD and other health surveillance 
programs. VA physicians report that a small number of Persian 
Gulf veterans have unexplained illnesses. 

Unfortunately, we have not been able to give a medical diagnosis 
to every veteran who comes into our health care facilities. Indeed, 
the current information suggests, however, that no single unique 
illness is the cause of all illness in Persian Gulf veterans, and we 
have not been able to identify as yet a Gulf war Syndrome. 

VA’s research programs related to Persian Gulf veterans’ ill- 
nesses include more than 30 individual research projects being car- 
ried out nationwide by the VA and university affiliated investiga- 
tors. 

VA established three Environmental Hazards Research Centers 
in 1994. All three centers are carrying out projects which address 
certain aspects of potential adverse health outcomes of possible ex- 
posure of Persian Gulf veterans to neurotoxins. 

In addition, VA’s Environmental Epidemiology Service has com- 

g leted a mortality study and the first phase of the National Health 
urvey of Persian Gulf Veterans and their Families. Details of 
these and other federally sponsored research studies are included 
in the report federally Sponsored Research on Persian Gulf Veter- 
ans’ Illnesses for 1995. 

In May, VA announced that it would establish a fourth Environ- 
mental Hazards Research Center. This center will study adverse 
reproductive health effects in Persian Gulf, Vietnam and veterans 
of other eras which may be associated with military occupational 
exposures. The proposals were due to the VA’s Research and Devel- 
opment Service on September 16th and awards will be made for 
those proposals before the end of 1996. We will keep the committee 
updated on the progress of this activity. 

I would like to take this opportunity to give you an overview of 
the progress of several major epidemiology studies. The first is the 
Persian Gulf War Veterans Mortality Study. This study analyzes 
all deaths of the edmost 697,000 Persian Gulf war veterans who 
served in the theater of operations between August 1990 and April 
1991 and it compaires them to a group of over 700,000 veterans 
who served elsewhere during that period. 

The study demonstrates a significant excess in deaths in Persian 
Gulf veterans due to external causes, such as accidental deaths due 
to automobile accidents. It does not demonstrate a difference in 
death rates due to mediced conditions, including deaths due to ma- 
lignant cancers. 

The results of this and other scientific studies together so far 
suggest that Persian Gulf veterans as a group do not appear to be 
suffering from life threatening medical conditions. 

The National Health Survey of Persian Gulf Veterans and their 
Families is being carried out by VA’s Environmental Epidemiology 
Service. Phase I, a postal survey of 15,000 Gulf war veterans and 
a comparison group of 15,000 Gulf era veterans, was completed in 
August. 'The questions on this survey asked veterans to report 
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health complaints, medical conditions and a variety of possible en- 
vironmental exposures, including importantly potential nerve gas, 
mustard gas and biological warfare exposure. 

The adjusted response rates for Phase I of this survey were 56 
percent. Phase II will consist of 8,000 telephone interviews and a 
review of 4,000 medical records. Phase II will address the potential 
non-response bias and provide a more stable estimate of the preva- 
lence of various health complaints and outcomes. 

The examination protocol is being reviewed to determine if revi- 
sions are indicated based on our new knowledge of potential low 
level chemical exposures. 

Peer review is being provided by a subcommittee of VA’s Persian 
Gulf Expert Advisory Committee. Unfortunately, it is too early to 
discuss the results of this study, as we have just begun our analy- 
sis of the Phase I results. 

In January 1994 — I will try to speed up. 

Mr. Shays. Let me say that that red light can be turned off. I 
wanted all our witnesses to make their full statement and I do not 
want you to feel rushed. This is important. 

Dr. Murphy. Thank you. I appreciate that. 

In January 1994, the Secretaries of VA, DOD and HHS estab- 
lished the Persian Gulf Veterans Coordinating Board to provide 
interdepartmental coordination and direction of Federal programs 
related to Persian Gulf veterans. The Coordinating Board provides 
an interdepartmental means to share clinical and program infor- 
mation on Persian Gulf veterans’ issues and to effectively allocate 
available resources and provides a means of disseminating new re- 
search information. 

VA plays a central role in the Persian Gulf Veterans Coordinat- 
ing Board through its participation in the Clinical, Research, Com- 
pensation and Benefits Working Groups. In particular, the Re- 
search Working Group provides guidance and coordination for VA, 
DOD and HHS research activities related to Persian Gulf war vet- 
erans’ health. It coordinates all studies conducted and sponsored by 
these three departments to prevent unnecessary duplication and 
ensure that important gaps in scientific knowledge are identified. 

The working group is actively involved in directing resources to- 
ward high priority questions and monitoring the results of federally 
sponsored research programs. 

I would like to give you one example this afternoon of the Coordi- 
nating Board’s proactive role in relevant research administration. 
This is a prioritization of the Federal and non-Federal research 
proposals submitted for funding pursuant to DOD’s broad agency 
aimouncements. 

The American Institute of Biologic Science provided an independ- 
ent peer review of the 111 proposals submitted. The Research 
WorWng Group reviewed those proposals judged to be scientifically- 
meritorious by the American Institute of Biologic Science and 
prioritized them according to relevance and the potential to fill re- 
search gaps in the existing Persian Gulf research portfolio. 

Twelve research projects encompassing the area of reproductive 
outcomes, toxicology of pyridostigmine bromide, modeling of res- 
piratory toxicant exposures from tent heaters, psychological out- 
comes, leishmaniasis, chronic fatigue, fibromyalgia and neuro- 
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muscular function were given high priority for funding by the Re- 
search Working Group. 

Importantly, studies of low level chemical warfare exposure were 
not given high priority in either the BAA proposal process or in the 
1995 working plan because military and intelligence sources had 
stated that U.S. troops had not been exposed to chemical agents. 
The research program was designed around the available informa- 
tion and the working group had no official information about chem- 
ical exposures. 

The Coordinating Board, however, immediately revised its initial 
action plan when the possibility of nerve agent exposure in south- 
ern Iraq became known. We believe that the actions taken by the 
research working group have strengthened and improved our re- 
search portfolio related to Persian Gulf veterans’ issues. 

VA through the Research Working Group and the Coordinating 
Board has developed an action plan to address possible long-term 
health consequences of low level exposure to chemical warfare 
nerve agents and mustard gas based on the DOD’s announcement 
regarding the demolition of chemical munitions bunkers and the 
destruction of a pit containing Sarin and cyclosarin at Khamisiyah. 

The VA has always remained open to the possibility that Persian 
Gulf veterans were exposed to a wide variety of hazardous agents 
while serving in southeast Asia, including chemical warfare agents. 
Prior to DOD’s announcement on June 21, 1996, the VA designed 
its clinical uniform case assessment protocols to detect clinical 
signs and symptoms related to neurotoxic exposures. 

In addition, VA established a pilot pro^am at the VA medical 
center in Birmingham to evaluate potential reports of a group of 
Persian Gulf veterans from Alabama, Tennessee, North Carolina 
amd Georgia who reported concerns about poor health which they 
attributed to the effects of low level chemical warfare exposure. 
These evaluations did not reveal any neuropsychologic process typi- 
cally associated with neurotoxin exposure. 

DOD’s announcement regarding the demolitions at Khamisiyah 
has spurred VA to focus more attention on the possible effects of 
very low level chemical exposures. Dr. Kizer has asked the Re- 
search Working Group of the Coordinating Board to provide a plan 
for addressing this issue as a component of the 1996 Working Plan 
for Research. As it stands now, the Research Working Group has 
recommended an action plan to fund toxicological research propos- 
als on low level chemical weapons exposure from a pool of already 
reviewed proposals submitted through a competitive process to the 
Army. 

Second, they will solicit proposals on the feasibility of conducting 
epidemiologic investigations of low-level chemical agent effects. 

And, third, they will review the ability to confirm the identities 
and location of individuals in and around Khamisiyah with a goal 
of soliciting an epidemiological investigation if appropriate. 

Based on the Coordinating Board’s recommendations, $2.5 mil- 
lion have edready been allocated to three new peer-reviewed basic 
science research projects in this area and an additional $2.5 million 
has been identified for these future studies. Funding for these new 
efforts will come from the VA— DOD collaborative biomedical re- 
search program. 
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It is important to note that research related to the service in the 
Persian Gulf war is highly complex. It encompasses many dis- 
ciplines and presents numerous challenges. VA is committed to 
meeting these challenges and obtaining the most accurate answers 
concerning the health of Persian Gulf veterans and their families. 

Answers to our reseeu'ch questions will take time and con- 
centrated efforts are being made to identify important answers to 
our current gaps in knowledge. Yet we should be encouraged by the 
significant advances we have already made in our understanding 
of some of the complex issues in this field. 

I am personally convinced that the research studies underway 
and the additional studies under development will lay a firm foun- 
dation for clinical care for Persian Gulf veterans. 

I want to thank you, Mr. Chairman. That concludes my testi- 
mony. I appreciate the extra time, and I would be happy to address 
any questions. 

[The prepared statement of Dr. Murphy follows:] 

Prepared Statement of Frances M. Murphy, Director, Environmental Agents 
Service, Department of Veterans Affairs 

Mr. Chairman and Members of the Subcommittee: Thank you for this opportunity 
to appear before you today to u^ate you on important clinical and research devel- 
opments related to Persian Gulf War (PGW) veterans. 

Shortly after returning fix>m the Southwest Asia theater of operations veterans of 
Operations Desert Shield and Desert Storm began to report a variety of symptoms 
and illnesses. In response to the needs of these wartime veterans, the Department 
of Veterans Affairs developed its first health care programs for Persian Gulf veter- 
ans during 1991-92. The Department has continuously improved and expanded 
them to encompass a comprehensive four-pronged approach to PGW veterans pro- 
grams, addressing relevant medical care, research, compensation, and outreach and 
education. 

VA provides Persian Gtdf Registey Health Examinations, Referral Center evalua- 
tions, and special eligibility for priority outpatient and inpatient health care to Per- 
sian Gulf War veterans. To date, more than 60,000 PGW veterans have completed 
Remstiy examinations, almost 187,000 have been seen in ambulatory care clinics 
and more than 18,200 have been admitted to VA medical facilities to receive health 
care for a diverse group of conditions. 

Persian Gulf veterans participating in the Registry examination have commonly 
reported that they suffer from fatigue, skin rash, headache, muscle and joint pain, 
memory loss, shortness of breath, sleep disturbances, diarrhea and other gastro- 
intestinal symptoms, and chest pain. However, 12% of the Registry participants are 
as 3 rmptomatic and have no current complaints but are concerned about possible fu- 
ture health consequences resulting from their service in the Persian Gulf. These re- 
sults are consistent with reports of the 20,000 service members examined under the 
Comprehensive Clinical Evaluation Program and similar examination programs car- 
ried out in the United Kingdom and Canada. 

It is important to recognize that numerous scientists and advisory committees 
have concluded that many types of illnesses, including a wide variety of well-defined 
medical and psychiatric conditions, are being diagnosed among PGW veterans par- 
ticipating in these health surveillance programs. VA physicians report that only a 
small number of PGW veterans have unexplained illnesses. Indeed, current informa- 
tion suggests that no single, unique disease is the cause of the illnesses of PGW vet- 
erans, and no Gulf War Syndrome has been identified. 

It should be remembered that the Registry and other examination program data 
are provided through medical records of self-selected health care-seeking individuals 
and is not likely to be reflective of the entire population of Persian Gulf War veter- 
ans. In order to draw definitive conclusions about the health status of PGW veter- 
ans, a carefully designed and well executed research program is necessary. VA has 
already laid the foundation for such a research program. VA is also completing a 
structured research portfolio to address the most important Gulf-related medical 
and scientific issues. 

VA’s research programs related to Persian Gulf veterans illnesses include more 
than 30 individual projects being carried out nationwide by VA and University-affili- 
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ated investigators. VA established three Environmental Hazards Research Centers 
in 1994; all three centers are carrying out projects which address certain aspects 
of the potential adverse health outcomes of possible exposure of PGW veterans to 
neurotoxins. In addition, VA’s Environmental Epidemiology Service has completed 
a Persian Gulf Veterans Mortality Study and the first phase of the National Health 
Survey of Persian Gulf War Veterans and their Families. Details of these and other 
Government Federally sponsored research studies are included in the report, “Fed- 
erally Sponsored Research on Persian Gulf Veterans Illnesses for 1995.’’ Copies of 
this report have been provided to the subcommittee and have been mailed to each 
Remst^ physician for review and reference. 

In May, VA announced that it would establish a fourth Environmental Hazards 
Research Center. This center will study adverse reproductive health effects in Per- 
sian Gulf, Vietnam and veterans of other eras that may be associated with military 
occupational exposures. The proposals were due to VA’s Research and Development 
Service on September 16, and awards will be made before the end of 1996. We wiU 
keep you updated on the results of this Request for Proposals for the Environmental 
Hazards Research Center for reproductive outcomes. 

I would like to take this opportunity to give you an overview of the progress of 
several major epidemiological efforts undertaken by the Department of Veterans Af- 
fairs. The first is the Persian Gulf War Veterans Mortality Study. This study ana- 
lyzes all deaths of 696,562 Persian Gulf veterans, who served in the theater of oper- 
ations between August 1990 and April 1991 as well as specific cause of the deaths, 
and a comparison group of 746,291 veterans who served elsewhere. The follow-up 
period for this study went through September 1993. The Persian Gulf Veterans Mor- 
tality Study has heen completed and has been accepted for publication in a peer- 
reviewed scientific journal. The study demonstrates a si^ficant excess in deaths 
in PGW veterans due to external causes, such as automobile accidents, but does not 
demonstrate differences in death rates due to medical conditions, including deaths 
due to malignant cancers. The results of this, and other scientific studies together, 
surest that PGW veterans as a group were not suffering from Ufe-threatening med- 
ical conditions. 

The National Health Survey of Persian Gulf Veterans and their Families is being 
carried out by the VA’s Environmental Epidemiology Service. Phase I, a postal sur- 
vey of 15,000 Gulf War veterans and a comparison group of 15,000 Gulf era veter- 
ans, was completed in August. The questions on this survey asked veterans to re- 
port health complaints, medical conditions, and a wide variety of possible environ- 
mental exposures, including episodes of potential nerve gas, mustara gas, or biologi- 
cal warfare exposure. The adjusted response rate for Phase I of this survey was 
56.5%. Phase II will consist of 8,000 telephone interviews and a review of 4,000 
medical records. Phase II will adless the potential for non-response bias, provide 
a more stable estimate of prevalence rates for various health outcomes, and verify 
self-reported health outcomes in medical records. The Phase III examination proton 
col is being finalized and exeuninations of veterans and their family members are 
ejected to begin in Spring 1997. The protocol is being reviewed to determine if re- 
visions are inmcated based on our new knowledge of potential low-level chemical 
warfare eimosures. Peer-review is being provided by a subcommittee of VA’s Persian 
Gulf War Expert Scientific Advisoiy Committee. It is too early to discuss the results 
of this study as we have just begun our analysis of the Phase I results. 

In January 1994, the Secretaries of VA, DoD, and HHS established the Persian 
Gulf Veterans Coordinating Board to provide interdepartmental coordination and di- 
rection of federal programs related to PGW veterans. The Coordinating Board pro- 
vides an interdepartmental means to share clinical and program information on 
PGW veterans issues, to effectively allocate available resoiuces, and to provide 
means of disseminating new research information. The Coordinating Board has 
three primary mission objectives: 

• To provide all veterans the complete range of health care services necessary 
for medical problems that may be related to deployment in Operations Desert 
Shield and Desert Storm. 

• To develop a research program that will resiilt in the most accurate and com- 
plete understanding of the health problems experienced by PGW veterans and 
the factors that have contributed to these problems. 

• To develop clear and consistent guidelines for the evaluation and compensa- 
tion of disabilities related to Persian Gulf service. 

VA plays a central role in the Persian Gulf Veterans Coordinating Board through 
its participation in the Clinical, Research, and Compensation and Benefits Working 
Groups. In particular, the research working group provides g[uidance and coordina- 
tion for VA, DoD and HHS research activities related to Persian Gulf War veterans 
health. It coordinates all studies conducted or sponsored by these three departments 
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to prevent unnecess£^ dupUcation and to ensure that important gaps in scientific 
knowledge are identified. The working group is actively involved in directing re- 
sources toward high priority questions and monitoring the results of Federally-spon- 
sored research projects. It has produced two reports: the Report of Federal Research 
Activities Related to Persian Gulf Veterans Illnesses and the 1995 document A Work- 
ing Plan for Research On Persian Gulf Veterans Illnesses. The 1996 update of the 
Working Plan is due to be released in October. These two activities have aided VA, 
DoD and HHS in focusing their departmental resources in the research areas of the 
highest priority, which are also likely to be the most fmitful. 

One example of the Coordinating Board’s proactive role in relevant research ad- 
ministration was its prioritization of the Feaeral Government and non-govemment 
research proposals submitted for funding pursuant to DoD’s Broad Agency An- 
nouncement. The American Institute for Biological Sciences (AIBS) performed peer- 
review of the 111 proposals submitted. The research working group reviewed those 
proposals judged scientifically meritorious by AIBS and prioritized them according 
to relevance and potential to fill research gaps in the existing Persian Gulf research 
portfolio. Twelve research projects encompassing the areas ofreproductive outcomes, 
toxicology of pyridostigmine bromide, modehng of respiratory toxicant exposures 
from tent heaters, psychological outcomes, leishmaniasis, chronic fatigue, 
fibromyalgia, and neuromuscular function were given high priority for funding by 
the research working group. Studies of low-level chemical warfare agent eimosure 
were not given high priority in its 1995 Working Plan because military and intel- 
Ugence sources had stated that U.S. troops had not been exposed to chemical agents. 
However, Idle Coordinating Board imm^ately revised its initial action plan when 
the possibility of nerve agent exposure in Southern Iraq became known. We believe 
that the actions taken by the Research Working Group have strengthened and im- 
proved our research portfolio related to Persian Gulf veterans issues. 

VA, through the research working group of the Coordinating Board, has developed 
an action plan to address possible long-term health consequences of low-level expo- 
sure to chemical warfare nerve agents and mustard gas, based on the DoD’s an- 
nouncements regarding the demolition of a chemical munitions bunker and the de- 
struction of a pit containing Sarin and cyclosarin at Khamisiyah. 

VA has always remained open to the possibility that PGW veterans were poten- 
tially exposed to a wide variety of hazardous agents while serving in the Souuiwest 
Asia theater of operations, including chemical warfare agents. Pnor to the DoD an- 
nouncement on June 21, 1996, VA deigned its clinical UMorm case assessment pro- 
tocol to detect clinical signs and S3rmptoms related to neurotoxic exposures. 
Neurologic examination and cognitive testing were part of the earliest versions of 
this protwol developed in 1993. In addition, VA established a pilot progreun at the 
VAMC Birmingham to evaluate potential reports of a group of PGW veterans from 
Alabama, Tennessee, North Carolina, and Georgia who reported concerns about poor 
health, which they attributed to effects of low-level chemical warfare exposure. As 
part of this special health cstre program, more than 100 veterans were evaluated. 
Included in this group were 55 Persian Gulf War veterans complaining of cognitive 
problems who underwent extensive (7-8 hours) neuropsychological testing and clini- 
cal evaluations. These evaluations did not reveal a neuropathological process tsqii- 
cally associated with neurotoxin exposure. 

A recent literature review carri^ out by the Aimed Forces Epidemiology Board, 
an advisory board of independent, non-government scientists, suggests that readily- 
identifiable, long-term adverse health effects due to nerve agent exposures occur in 
humans who show signs of acute toxicity or poisoning. However, the hterature does 
not contain a clear body of evidence that long-term, chronic adverse health effects 
result from non-poisoning exposures that do not produce acute clinical signs and 
symptoms. However, the research in this area is sparse, and the Coordinating Board 
has strongly recommended that more research resources be edlocated to address this 
question. 

The DoD announcement regarding the demolitions at Khamisiyah has spurred VA 
to focus more attention on possible effects of very low-level exposures of chemical 
warfare agents. Dr. Kizer has asked the research working group of the Coordinating 
Board to provide a plan for addressing this issue as a component of the 1996 Work- 
ing Plan for Research. As it now stands, the research workhig group has rec- 
ommended a plan of action to: (1) fund toxicological research proposals on low-level 
chemical weapons exposure from a pool of already peer-reviewed proposals submit- 
ted throush a competitive process to the Army; (2) solicit research on the feasibility 
of conducting epidemiological investigations of low-level chemical agent effects; and 
(3) review the ability to confirm the identities and locations of individuals in and 
around ^amisiyah with the goal of soliciting, if appropriate, an epidemiological in- 
vestigation. Based on the Coordinating Board’s recommendation, $2.5 million dollars 
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has already been allocated to three new, peer-reviewed, basic science research 
projects in this eirea, and an additional $2.5 mUlion dollars has been identified for 
fiiture studies. Funding for these new efforts will come from the DoDA^A collabo- 
rative biomedical research program that is part of DoD’s appropriation. 

In addition to the activities of the Coordinating Board, VA has addressed the con- 
cerns expressed by the independent Presidential Advisory Committee on Gulf War 
Veterans’ Illnesses. In response to the Advisory Committee’s recommendations, VA 
has taken steps to further enhance government research efforts and improve the al- 
location of resources for research studies. 

It is important to note that research related to service in the Persian Gulf War 
is highly complex. It encompasses many disciplines and presents numerous chal- 
lenges. VA is committed to meeting these challenges and obtaining the most accu- 
rate answers concerning the health of PGW veterans and their families. Answers 
to our research questions will take time, and concentrated efforts are being made 
to identify important answers to the gaps in our current scientific knowledge. Yet, 
we should be very encouraged by the significant advances we have already made 
in understanding some of the complex issues in this field. I am personally convinced 
that the research studies underway and the additional studies imder development 
will lay a firm foundation for clinical care of Persian Gulf War veterans. 

Thank you, Mr. Chairman. That concludes my testimony. I would be happy to ad- 
dress any questions. 

Mr. Shays. I thank both of you. Your testimony is, in some cases, 
talking about different issues. One is talking about exposure, pro- 
tection and exposure, and the other is talking about effect, but they 
are all connected, and that would be part of my interest in pursu- 
ing the questions that I have. 

We knew that Iraq had chemical and biological weapons. There 
is not a Member of Congress that did not know that they were de- 
veloping and producing both chemical and biological weapons. We 
knew that before the war, we knew that they had these chemicals 
and biological weapons in more than one place. There are a lot of 
things that you and I know. But it did not take really a brain sci- 
entist to know that they had it. 

They had the capability and we also know they had the experi- 
ence because they used it in defensive mode more than offensive 
with the Iranians, but they used it, and we know they used it on 
their own citizens, the Kurds. 

So we entered the war with a lot of knowledge about the poten- 
tial for chemical or biological weapons being used. Capability and 
experience. 

Now, the next issue is was there detection, and I would like to 
ask you, Ms. Copeland, if you can respond to the whole issue of de- 
tection — equipment going off, soldiers saying that there were warn- 
ing signs, we had witnesses here, a witness in particular talking 
about being in the bunker with his mask on and then later coming 
out and feeling the effects, running down, putting his suit and 
mask on. We had testimony at other hearings and I am certain the 
CIA has reviewed that as well, saying that soldiers heard the 
alarms go off. Could you respond to that issue? 

Ms. Copeland. Those are operational-type questions. I am an in- 
telligence officer. We reviewed all of the intelligence operation. 
DOD’s investigative team reviewed all of the operational informa- 
tion. 

Mr. Shays. Well, let me ask you this, then. Intelligence informa- 
tion, and this is my ignorance, perhaps, intelligence means that 
you try to find out certain things. What was your charge? I mean, 
it was not important to find out if there was in fact chemical weap- 
ons being used either offensively or being blown up and coming 
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over our troops? Is that not something you would see out? Is that 
not part of your intelligence work? 

Ms. Copeland. Yes. We reviewed all of the information from our 
variety of sources and looked at it, the information on the ground, 
the operational information. DOD has the responsibility to review 
that. 

Mr. Shays. Well, if you have soldiers who are claiming that they 
had equipment go off, you would not have interviewed them? 

Ms. Copeland. It is not our job to interview U.S. soldiers. The 
reason why the CIA and the DOD investigative team worked to- 
gether is because we each have different responsibilities. We re- 
view all of the intelligence information from a variety of sources. 

Mr. Shays. I need the term intelligence, it does not seem very 
intelligent not to get all the information you can get, and I just — 
I need you to define what you mean by intelligence information. 
Does it mean — ^well, you can define it for me. 

Ms. Copeland. We have information from a variety of sources 
and that information we put together. We are not in the business 
of interviewing U.S. soldiers. That is DOD’s job. We work with 
them, when they find something out that is important to the inves- 
tigation, they pass it on to us. So our intelligence means when we 
find something out, we pass it on to them. We share the informa- 
tion. Each one of us has different responsibilities. Going over troop 
logs, interviewing soldiers is not one of our responsibilities. 

Mr. Shays. That does not seem very intelligent. 

Ms. Copeland. We look at foreign information from foreign 
sources. 

Mr. Shays. So your information comes from foreign sources. 

Ms. Copeland. That is correct. 

Mr. Shays. OK. 

Ms. Copeland. Or technical means. 

Mr. Shays. So basically your statements here are almost mean- 
ingless, then, because you are telling me that you can only check 
with foreign sources, but when we have our own troops who claim 
they are exposed to chemicals, you are not allowed to talk with 
them. 

Ms Copeland. We work with the DOD investigative team. They 
pass on the information. We have worked very hard since March 
1995 to gather all the information, look at everything we can and 
pass that information on. We take it very seriously and have 
worked very hard. 

Mr. Shays. Ma’eun, I know you work hard and I know you take 
it very seriously, I work hard and I take my job seriously, but that 
is not good enough. We all have to be logical about this. 

There is a gigantic breakdown, a gigantic breakdown, and every- 
one is able to Mnd of find bureaucratic protection and in the proc- 
ess we have soldiers who are ill, soldiers who are dying and chil- 
dren who are feeling the effects of that, both person^ly and in 
terms of their own physical experiences, so we are trsdng to sort 
out how we resolve these issues. 

There is nothing intelligent to me about not making sure you 
have all the information. And so are you sa 3 dng to me — ^and you 
may have requirements imder law that I am responsible for — let 
me just say, Ms. Murphy has appeared before us three times. I can 
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throw stones, I can look back and say you should have done some- 
thing, I can also say that I did not get into this issue until 2 years 
ago. So, I mean, I feel that I have a role on all sides of this and 
it is not my intention to throw stones, but what I am hearing to 
me is an absurdity. Help me sort it out. 

Are you allowed to interview Americans about information and 
intelligence they may have about the use of chemicals? 

Ms. Copeland. That is the DOD’s responsibility. We work with 
them. The way that we have divided up this problem, we look at 
the intelligence, they looked through the logs and talked to 

Mr. Shays. OK. Now, is that your decision to divide it up? Did 
I as a Member of Congress prevent you from talking to our own 
side? 

Ms. Copeland. I can get back to you on specifics on legally what 
we can do and what we cannot. 

Mr. Shays. But the bottom line is that you did not interview any 
of soldiers. 

Ms. Copeland. The bottom line is we did not go to any veterans 
and ask them any questions. We did have one of our people present 
when DOD talked to one of the individuals, but it is not our job 
to go out and contact them. 

Mr. Shays. Now, the DOD has their own intelligence units. How 
do you interact with them? 

Ms. Copeland. They are part of the intelligence community and 
we work with them. 

Mr. Shays. And the Director, Mr. Deutch, is in charge of those 
units as well indirectly, he coordinates their activities. 

Ms. Copeland. He is the Director of the intelligence community, 
the CIA, which includes the intelligence community. 

Mr. Shays. Then let me back up. What value is your testimony 
here today? What should I take as helpful information? 

Ms. Copeland. We have looked into the issue. In September 
1995 

Mr. Shays. Looked into what? 

Ms. Copeland. We started in March 

Mr. Shays. Looked into what issue? 

Ms. Copeland. Looked into the issue of Iraqi use, of where the 
chemical weapons were located when they were bombed, where 
chemical weapons were located when United States troops went 
into the Kuwaiti theater of operation. We began our intensive look 
into this situation or into the Gulf war illnesses in March 1995. We 
identified Khamisiyah as an area that needed further investigation 
in September 1995. At that time, we worked with DOD to sort out 
whether in fact this facility. No. 1, had chemical munitions present 
in it. 

Mr. Shays. But, see, the problem is our troops knew there were 
chemicals there in 1991. The Defense Department did not acknowl- 
edge it until 1996, and you all were looking at it in 1995. I mean, 
it would just seem logic^ to me that we would talk to our own peo- 
ple. 

Ms. Copeland. In 1991, Khamisiyah was not considered a depot 
that had chemical weapons in it. 

Mr. Shays. By 

Ms. Copeland. To my knowledge 
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Mr. Shays. By the CIA and by the Department of Defense, but 
not by our soldiers who were there, who took pictures, and who 
tried to tell people that there were chemical weapons there. And 
we had individuals such as the individual who testified before this 
committee, talking about sirens going off, putting on headgear, 
coming back up. When Mr. Roberts testified, saying that he had 
the effects of chemical weapons and he could describe them. 

So what I am understanding is — so who is going to listen to that 
person, Mr. Roberts? 

Ms. Copeland. The pictures that we have seen that were on 60 
Minutes were not chemical munitions. 

Mr. Shays. They were not? 

Ms. Copeland. I have not seen any with bands on them that 
were chemical munitions. Those were — and you can look it up in 
Janes, it took us a few minutes, UK Tesh munitions. They did not 
contain chemical agents to our knowledge. The chemical munitions 
that were located at Khamisiyah were 122 millimeter rounds that 
had no markings on them as far as any color code. 

Mr. Shays. Now, you have a total comfort level that all the bunk- 
ers were looked at? Or is that Defense? 

Ms. Copeland. From all the information we have 

Mr. Shays. No, that is not good enough. 

Ms. Copeland. There were several 

Mr. Shays. No, let me just 

Ms. Copeland. There were several 

Mr. Shays. No, no, no. Stop, stop, stop. 

“From all the information we have” is like if I do not ask for the 
information and if I do not seek it out, the answer is just going to 
be a negative, and that is what my problem is. I mean, if you sim- 
ply choose not to find the information, then you do not have the 
information. So, I mean, that is a statement I have a hard time 
with, from all the information you have. 

Now, the question I am asking you is do you have confidence 
that every one of those bunkers was looked at to make sure there 
were no chemical weapons? 

Ms. Copeland. I do not know if all of them were looked at. The 
only ones that we have been able to identify as actually having 
chemical munitions in them is Bunker 73. Also, the pit area that 
we described and another area which is in the Khamisiyah depot, 
which contained mustard rounds. 

Mr. Shays. And the basis for determining Bunker 73 had the 
chemical weapons is what? 

Ms. Copeland. The basis of that, the confirmation of chemical 
munitions at Khamisiyah was based on an UNSCOM inspection in 
May 1996 where they went in and were able to identify all of the 
characteristics of chemical munitions from the rubble. 

Mr. Shays. May I ask you something? You used the word “con- 
firmation.” Is that a word that I should be suspicious of? 

Ms. Copeland. In September 1995, when this came up, again, 
we began March 1995 looking at it, as an area that we needed to 
investigate further, we became more convinced that it was chemical 
agents. We wanted to make sure. 



419 


Mr. Shays. I do not understand the term “more convinced.” Even 
if you were a little convinced, we would do something, correct? Or 
do we have to be more convinced? 

Ms. Copeland. When we saw 

Mr. Shays. I am taught to listen to your words very carefully be- 
cause when your boss testified, he did not testify, answered ques- 
tions on 60 Minutes, he said there was no offensive use of chemical 
weapons, which was about as meaningless a statement as anyone 
could make, because we are not talking about offensive use of 
chemical weapons. 

We are talking about chemical weapons and we are talking about 
our own side blowing up chemical weapons and we are talking 
about our troops being 3 miles away and we are talking about the 
fact that 12 miles away they had projectiles coming out. So we are 
not just talking about the plume that went into the air and which 
way did it blow that you are talking about in the study. We are 
talking about the fact that they were on shells being projectiled out 
somewhere, projected out far away. 

And so when I hear “more confident” and “confirmation” and so 
on, it seems to me that we have to get before confirmation, if you 
suspect possibly there may have been chemical weapons, our troops 
and the VA should be notified about it. 

Ms. Copeland. That is correct. 

Mr. Shays. And if you are going to wait for confirmation, then 
we will wait 5, 6, 7 years. 

Ms. Copeland. We notified DOD in September 1995 when we 
first suspected this site, at the beginning of the investigation of 
this particular facility. 

Mr. Shays. I just want to say with all due respect, I am not im- 
pressed with that statement. 

We au'e going to come back. I think we have a vote and we will 
have you start us off. 

Do we have a vote now? OK. We have a vote. 

And I think what I am going to do is say that we will be back 
here at 2:30. If someone wants to get something to eat or some- 
thing, we will be back at 2:30 and we will help you all out. 

This hearing stands in recess. 

[Recess.] 

Mr. Shays. We would like to call this hearing to order and apolo- 
gize. It took us a little later. We will have one more vote. Mr. 
Towns will be coming shortly and I will invite him to ask some 
questions. 

Ms. Copeland, I have just a few more questions that I want to 
ask. Again, the connection that I have and I see between the two 
of you is that one representing the VA and one representing our 
intelligence community is that we know that Iraq had chemic^ and 
biological weapons, they had the capability to produce them, we 
know they produced them, we know that they had the experience 
to use them because they used them against Iran and also the 
Kurds. And the next question is detection. 

There were various logs, both in Kuwait and in Iran, Ms. 
Copeland, that talked about soldiers knowing about warnings going 
off of chemical weapons. Did the CIA have access to those logs? 

Ms. Copeland. We have read the logs the DOD has provided us. 
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Mr. Shays. But only the logs that the DOD has provided. 

Ms. Copeland. We have not — DOD investigates and looks at 
those and provides those alarm readings to us that they determine 
that are credible. We did not when we did our comprehensive re- 
view beginning in March 1995, I think it is good to make it clear 
that we did not begin to look at this issue until March 1995. Those 
events they felt credible, they passed to us and we read them. 

Mr. Shays. Why would you want to make clear that you looked 
at it in 1991 and not in 1991? 

Ms. Copeland. We started looking into the Gulf war illnesses 
issue in March 1991. 

Mr. Shays. You started looking into the illnesses. 

Ms. Copeland. Correct. 

Mr. Shays. Your testimony before this committee is 

Ms. Copeland. Excuse me. March 1995. 

Mr. Shays. March 1995. I am not trying to tie either of us up 
here. So March 1995. Why would you not have looked at them 
sooner? 

Ms. Copeland. Up until then, we were not part of the investiga- 
tion. It was all DOD. We were asked to come in and make a sepa- 
rate, all source, intelligence look at all the intelligence information 
available and work with DOD as they looked at all the operational 
logs. 

Mr. Shays. When we hired Science Application International 
Corporation to determine what would happen if we blew up various 
depots, the determination of this company was that the plumes, 
whatever danger, it would go in the opposite direction of our 
troops. Now, was that a CIA effort or a Defense Department effort? 

Ms. Copeland. Defense Department effort. 

Mr. Shays. So the CIA was not involved in issues of deciding 
what would happen with blowing up a particular depot or depots? 

Ms. Copeland. We did not do any modeling. We were not in- 
volved in the modeling. 

Mr. Shays. Were you involved in determining, since it was a for- 
eign country, where the chemical weapons were? 

Ms. Copeland. Yes, we were. 

Mr. Shays. Did you have any evidence before the war at 
Khamisiyah that there were chemical weapons? 

Ms. Copeland. We did not have Khamisiyah on our list as a 
chemical weapons depot and had not published it. We did not have 
it identified as a chemical weapons depot. 

Mr. Shays. How many sites did you have as potential chemical 
weaponsites in Iraq? 

Ms. Copeland. I do not know the exact number, but I can get 
that number back to you. 

Mr. Shays. Do you know an approximate number? 

Ms. Copeland. There were quite a few. I can get you the exact 
number. 

Mr. Shays. The committee would like that, but “quite a few” is 
an important contribution to this committee. In other words, we 
knew they were in various places around the country. 

Is the CIA involved in any way in reviewing the work of the 
Science Applications International Corporation’s review of its own 
work? 
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Ms. Copeland. We started — ^well, first of all, SAIC is not review- 
ing its own work. 

Mr. Shays. SAIC is the company Science Applications Inter- 
national Corporation, correct? 

Ms. Copeland. Correct. We started a contract with them in 
1992. Part of that contract in 1992 was to provide us downwind 
hazard information on a variety of locations. 

Mr. Shays. So in other words they were to look at the various 
work they had done before 1992. 

Ms. Copeland. That is incorrect. 

Mr. Shays. That is incorrect. Explain to me why that is incor- 
rect. Is it technically incorrect or is it incorrect? 

Ms. Copeland. It is incorrect. 

Mr. Shays. OK. Explain to me why. 

Ms. Copeland. We started our contract with them in 1992. 

Mr. Shays. Right. 

Ms. Copeland. In 1995, when we started investigating wheth- 
er — all of the intelligence on Gulf war issues and we identified fa- 
cilities, specifically in the beginning two facilities that actually had 
chemical agents in them, we provided that information to SAIC 
and asked them to model it for us. So we provided the details on 
specific sites that we through our intelligence had identified as 
having chemical weapons in them when U.S. forces had bombed 
them. 

Mr. Shays. Let me back up because I may just simply probably 
misunderstand the purpose for hiring SAIC. This was a company 
that both Mr. Deutch and Mr. Perry were directors of. 

Ms. Copeland. I do not know. 

Mr. Shays. The question I have was this company engaged in 
doing modeling work to determine before the war if in fact we 
bombed some of these bunkers which way the prevailing winds 
would take the plumes and so on? 

Ms. Copeland. SAIC did work for DOD during the war. 

Mr. Shays. OK. To make those determinations and other things. 

Ms. Copeland. You would have to ask DOD precisely what they 
asked them to do. 

Mr. Shays. OK. I understand the word “precisely” is important. 
That is one reason why I would have loved to have had DOD here. 

But the company that did work before the war is now being 
asked to review some of its own work, is that not true? 

Ms. Copeland. That is not true. 

Mr. Shays. That is what I am missing. That is what I am miss- 
ing. 

Ms. Copeland. In order to do the modeling, you have to have 
certain assumptions. I do not know what DOD gave them when 
they did their modeling. I do know what I am giving them for our 
modeling. 

Mr. Shays. So the technicality is they did the modeling in both 
bases but you are sa 5 dng the data may be different. 

Ms. Copeland. The data has got to be different. 

Mr. Shays. OK. But are we not kind of splitting hairs here? Are 
we not kind of splitting hairs? They did modeling work before the 
war and made determinations. Now they are doing modeling work 
after the war to see if maybe they made some mistakes. 
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Ms. Copeland. That is incorrect. 

Mr. Shays. I feel like I am playing a chess game with you. 

Ms. Copeland. The model predicts a downwind hazard. 

Mr. Shays. Right. 

Ms. Copeland. You have to make assumptions and give inputs 
to the models. If the inputs are different, you get a different model. 

Mr. Shays. So you are saying the inputs are different, so the 
data that is supplied is different, but the company doing the model- 
ing is the same company, is that not correct? 

Ms. Copeland. That is true. 

Mr. Shays. OK. Well, I will be happy to leave it at that. I mean, 
I will be happy to leave the fact that the data that you had before 
the war might have been different than the data that you had after 
the war, now with hindsight, but it is the same company doing the 
modeling. 

Ms. Copeland. That is correct. 

Mr. Shays. That is correct. And I have a little bit of trouble with 
that and I have trouble with the fact that we had to take so long 
to get to this point in my asking you the question. It makes me 
think I have to think more clearly to make sure I am hearing every 
word you say because if I am not precise I am not going to learn 
the truth. And you want me to learn the truth, you do not want 
to keep the truth from me. 

What is the explanation of “Severe mechanical failures to model- 
ing equipment have delayed the planned schedule to conduct ex- 
aminations of operations at Khamisiyah”? This was the letter we 
received from DOD. 

Ms. Copeland. The recent storm or hurricane, they have lost 
their entire operating system and I believe the hard drive is gone, 
and so right now they are trsdng to fix their computer. 

Mr. Shays. Is this the only company that we could hire to do this 
work? 

Ms. Copeland. It is the company that we believe is the most ex- 
pert to do this work. There are others in the U.S. Government, U.S. 
Army, U.S. Air Force that also have models and can model down- 
wind predictions. They do not use some of the weather models that 
SAIC has developed, but they could do downwind hazards. 

Mr. Shays. Now, just getting back and then I am going to go 
back for a vote and Mr. Towns will probably be ahead of me and 
I am just going to ask him to convene the committee and not have 
to wait for me. 

I am just very unclear as to why the CIA got involved in 1995 
and not sooner. I believe that with the incredible ability to gather 
intelligence that you have, it is hard for me to explain why you 
would not have known that there were in fact chemical weapons 
in some depots, for instance, knowing what the Czechs have told 
us, knowing Khamisiyah, knowing about the pit that was just dis- 
closed just the night before actually to us, I am having trouble with 
that because it undermines my coiifidence in your ability. 

Reassure me that somehow it should not bother me that it took 
until 1995 for the CIA to have some concern that maybe there were 
chemicals there. Why should that not discomfort me? 

Ms. Copeland. Up imtil 1995, DIA had the primary lead in look- 
ing at and investigating Gulf war illnesses from an intelligence 



423 


perspective. Admiral Studeman in 1995 asked that CIA do an inde- 
pendent review of all the available information. 

Mr. Shays. But let me understand something. You all are in- 
volved in what happens overseas, that is one of the points you 
made. 

Ms. Copeland. Yes. 

Mr. Shays. So it would strike me that we have done extensive 
intelligence work in Iraq. That is one reason why I think — and Iran 
and elsewhere and it is one reason why — and Kuwait and so on, 
it is one reason why I think we were as successful as we were in 
the war. I give credit for some work done by the CIA in this regard. 

What I am asking is — ^well, first I am asking you this. Not to 
play a game here, but you used “primary lead” and I am thinking, 
well, there must be another kind of lead. So let me ask you, did 
you play a secondary lead? 

Ms. Copeland. No, we did not. They were the lead. 

Mr. Shays. OK Were you followers or were you not involved at 
all? 

Ms. Copeland. We were not involved at all. We listened and 
looked at some of the reports, but we did no research. 

Mr. Shays. OK. So “not involved at all” is not accurate, and I am 
not trying to tongue tie you, because you are under oath and I need 
to be clear here, so maybe yoiur careful choice of words is impor- 
tant. You were at meetings, so you listened, you just did not do the 
research? What do you mean? 

Ms. Copeland. DIA did the research, looked at all the intel- 
ligence information and we had meetings together on chemical is- 
sues and they would brief us on their findings. We did not check 
any of the findings, we did no independent research, until we were 
asked in March 1995. 

Mr. Shays. OK. Let me ask you this and then I am going to go. 
When you say you did not check, was the CIA provided information 
that may have suggested before 1995 that chemicals were in 
Khamisiyaih? 

Ms. Copeland. The 1991 report was available to us, as to the 
rest of the intelligence community, in 1991. 

Mr. Shays. So you had the information in 1991. 

Ms. Copeland. We sure did. Yes, we did. 

Mr. Shays. And people reviewed that information. 

Ms. Copeland. The analysts at that time reviewed the informa- 
tion. 

Mr. Shays. OK. And what did — ^when you and Mr. Deutch and 
others expressed extraordinary outrage, as I am sure they must 
have, because this was in your possession, how did they determine 
that this information in 1991 was not provided — ^we have people 
getting ill and djdng because in my judgment of chemical agents 
and we have — even though you did not want to speak to the sol- 
diers and talk to them, they were reaching out to anyone who 
would listen. Now, tell me what the CIA has done to try to figure 
out why they blew it. And that is an understatement. 

Ms. Copeland. Why we did not look at the information earlier? 

Mr. Shays. No, you did look at the information. You had the in- 
formation, you looked at it, nobody acted on it. The issue is you did 
have the information in 1991. 
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Ms. Copeland. That is correct. 

Mr. Shays. Pretty serious information. 

Ms. Copeland. That is correct. 

Mr. Shays. OK. Why did not that analyst or someone else step 
forward and tell leaders that they had this information and it 
should be looked into? Considering that there were some people 
like our own soldiers who were complaining that they were possibly 
affected by chemical agents? 

Ms. Copeland. At this time, when we got this information in 
1991, it was rather confusing. We were not sure because the Iraqis 
had deceived us in several of the inspections. When we received 
this report, we did not know for sure whether or not those muni- 
tions were moved in just prior to the inspection or if they had been 
there all along during the war. 

Mr. Shays. So you ignored — I am sorry. 

Ms. Copeland. On top of that, we had not identified this facility 
as a CW facility. We had identified Nasirryah. 

Mr. Shays. No, but you 

Ms. Copeland. The Iraqis — this is important to understand. 

Mr. Shays. Sure. 

Ms. COPELAJTO. The Iraqi declaration had Nasirryah/Khamisiyah. 
We all interpreted that to be Nasirryah. So we had confusion on 
where this facility was exactly, what was being looked at, when 
those munitions were moved in. 

Mr. Shays. So when you have confusion, you get the answer. 

Ms. Copeland. No. At this time, our primary goal and objective 
was to identify all of the field chemical munitions and all the types 
of agents and facilities that the Iraqis had and give that informa- 
tion to UNSCOM so that they could be destroyed. That was our 
focus. There was no Gulf war illnesses in the time of 1991. Known. 
Well, to us. No known illnesses to us at that time. 

Mr. Shays. I will be back. 

Mr. Towns, you have the floor. 

Mr. Towns [presiding]. Thank you very much. 

Let me just sort of follow on something that the chairman raised 
earlier. Even if the CIA did not itself gather the info, it must input 
and synthesize the DOD info, right? 

Ms. Copeland. That is correct. 

Mr. Towns. In order to draw conclusions. Is that correct? 

Ms. Copeland. That is correct. 

Mr. Towns. So then with that, you would have to know a little 
more than you are saying that you know. 

Ms. Copeland. DOD provides us information on their investiga- 
tion. They investigate it and then we synthesize that with all of our 
intelligence information. 

Mr. Towns. That is correct. So what I am saying is that alone, 
that you do have information a little more tham you are sa 3 dng that 
you have and you probably know a little bit more than you are say- 
ing that you know, just on that basis alone, I think. 

Ms. Copeland. I do not believe that it is in my purview to an- 
swer DOD operational information and that is what I answered 
earlier. My knowledge, I do know the information that DOD pro- 
vides to us. That is correct. 
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Mr. Towns. Well, I understand what the chairman is saying. I 
think that we want to be open here and I would rather you say “I 
do not care to answer” and let us move forward, rather than to 
take me around the mulberry bush. I would rather you just say “I 
do not want to answer it” or “I will get that information from some- 
where else, maybe it is out there.” 

Ms. Copeland. OK. 

Mr. Towns. I meem, really, I think that we need to sort of have 
that kind of honesty and be candid. I understand that you cannot 
speak for another agency, but I am saying to you that based on the 
structure, you would have the information and I think that that is 
what I am really saying and I think that you would have to ac- 
knowledge that, based on the structure. 

Let me just move on. I am not going to belabor the point. 

Ms. Copeland, do we know the number of troops potentially af- 
fected or the period of their exposure? 

Ms. Copeland. I do not know that. It is better to ask DOD that 
question. 

Mr. Towns. Do we know what chemical agents the troops may 
have been exposed to? 

Ms. Copeland. We do know the types of agents that they may 
have been exposed to at Khamisiyah. It was a mixture of Sarin and 
Cyclosarin, GB or GF. 

Mr. Towns. Let me just say that — ^the reason we are pushing 
this issue, I think you need to understand we are very serious on 
this side about this. Lives are being destroyed and we consider this 
as being very serious. That is the reason why we keep pressing the 
issue and if you do not have the answer to something, feel free to 
say “Go somewhere else and get the information,” and I will move 
on. That is the kind of man I am. But I tell you, we are not going 
to stop. We are going to continue to pursue this because there is 
a problem. I mean, there is no ifs, ands, or buts about it. So I am 
going to let you know that it is not something we are going to 
dance and go away. 

And I just want to say one other thing. In the last election, I got 
88 percent of the vote and even if I go down, I should be around 
80 percent, even if I go down. And I am sure that I have 51 per- 
cent, so I will be back. I will be back. So I just want to sort of make 
that point clear. 

But let me just move on. I do not want to get into the whole 
thing here. 

I want to go to you. Dr. Murphy, and I know you have been here 
several times. Mr. Roberts testified, I think it was, earlier that I 
think 399 out of an outfit of 758 that were discharged either medi- 
cally or medically unfit, are you aware of this kind of information? 
The soldiers that were identified. Let me just say why I ask you 
that. 

Dr. Murphy. From his unit? 

Mr. Towns. Yes. 

Dr. Murphy. Of 758 soldiers, 399 were discharged with medi- 
cal — 

Mr. Towns. Either medically or medically unfit. 

Dr. Murphy. I am not aware of that, sir. 
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Mr. Towns. Well, let me just ask you this, then. You have a reg- 
istry that you mentioned. What do you have in that registry? What 
do you keep? What is it for? Educate me. 

Dr. Murphy. I t hink the chairman was a little confused about 
what information VA has also, so let me start out by sa 3 dng that 
we do have a roster of eveiy single individual who was deployed 
to the Persian Gulf theater of operations, so we have ^most 
697,000 names and identifiers of people who were in Operation 
Desert Shield and Desert Storm. Tliat is being updated on a fre- 
quent basis and we ciurently have over 1 million names because 
in fact the Gulf war period was never closed. 

The Persian Gulf Veterans Health Registry is a voluntary pro- 
gram under which we offer physical examinations to veterans who 
choose to come to the VA health care system. It allows somebody 
to come to the VA to get a physical examination, laboratory tests 
and get some questions answered about their concerns, and about 
their health status after their Persian Gulf service. 

If they need medical care or followup, we also have the ability 
to provide them a full range of medical services based on the prior- 
ity care legislation that you and your colleagues passed. So any 
Persian Gulf veteran who says that they feel they have an illness 
that was due to an exposure that occurred in the Gulf is eligible 
for VA medical care. 

If you are asking why we do not know about these 399 individ- 
uals — 

Mr. Towns. That is correct. 

Dr. Murphy. The Veterans Benefits Administration could check 
and find out if they have submitted a claim for compensation, but 
DOD would need to notify us that they had identified a unit, that 
they were having literally half the individuals discharged on a 
medical basis, and they have not provided that kind of information 
to us. So I will go back and check. 

Mr. Towns. You know, I find myself on this side apologizing. I 
do not want to put you agsiinst — one agency against another agen- 
cy, but let me just tell you what my problem is now. DOD said it 
did not occur, that some of these things did not occur. But the point 
is that you treat all. 

Now, you in your registry and you treating people, would you say 
that your findings would be the same, that basically it did not 
occur, only just a few isolated incidents that have occurred? What 
category would you put this in? 

Dr. Murphy. Well, first of all, I do not think you are asking a 
question about medical care, if I am interpreting you correctly. 

Mr. Towns. That is correct. DOD is saying basically that a lot 
of this did not happen, these numbers, forget about this, this is ba- 
sically what they have said up to this point. Now, you are in the 
treatment business, so you are actually treating people, so now 
would your records confirm what DOD is saying? 

Dr. Murphy. Certainly a number of Persian Gulf veterans have 
come to us for health care. As I previously said in my testimony, 
more than 60,000 Persian Gulf veterans, approximately 10 percent, 
have come to the VA requesting a registry examination and more 
than 187,000 individuals have come for outpatient care. So there 
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are a number of individuals who are requesting health care serv- 
ices from VA and I think that is significant. 

No. 2, we have not seen a consistent pattern or a pattern of ill- 
nesses that have pointed us to one organ system being affected or 
one disease being most common in this group of Persian Gulf veter- 
ans. We have seen a whole variety of different kinds of medical ill- 
nesses. The diagnoses certainly have not suggested to us in the VA 
that there was a definite neurotoxic exposure. 

I would also like to reiterate the point that we have asked re- 
peatedly the Department of Defense and other intelligence sources 
to work with us. We are a health care organization. I am a physi- 
cian. I want to care for my patients and I need information to base 
good decisions on. We wanted information on any exposure that 
might be relevant to any health consequences that have occurred 
in Persian Gulf veterans. 

And I am a little bit disappointed that we did hear before June 
1996 that chemical weapons were released at Khamisiyah because 
it delayed our research programs. It did not have an effect on the 
health care, we delivered the health care that was necessary to 
these veterans, but it did delay our research activities. 

Mr. Towns. Dr. Murphy, how do you respond to Mr. Tuite’s writ- 
ten statement that nearly all of the U.S. forces who served in Oper- 
ation Desert Storm were exposed to chemical agents? How do you 
respond to that? 

Dr. Murphy. I really do not know. What I can tell you as a phy- 
sician and as a neurologist, if there was nerve agent exposure, we 
know the kinds of symptoms that veterans should have had and 
the kinds of illnesses they should have developed with an acute 
toxic exposure to these chemicals. But whether or not there was 
any widespread low level exposure, I really do not have the exper- 
tise. That is an intelligence question. We have the information that 
we have from the intelligence community. 

Mr. Towns. Ms. Copeland. 

Ms. Copeland. From all the information that we have looked at, 
we have only identified the two facilities that were bombed. Our 
modeling indicates that there was no exposure at the general popu- 
lation limit dosage, which is were we modeled it to. 

Exposure at I&amisiyah is possible and that is why we have laid 
out the footprint. There were agents there. Another area that is 
possible is the pit area which is in Khamisiyah and close to the 
bunker. U.S. troops did explode chemical munitions there, so it is 
possible there as well. 

Mr. Towns. The models are actually based on synthetic info, is 
that correct? 

Ms. Copeland. Excuse me. What do you mean by synthetic info? 

Mr. Towns. The information that you collect would determine 
the model, is that correct? 

Ms. Copeland. We input information into that model. Some of 
the models that are used like NC4 were developed over the years 
by the military to look at and predict downwind hazards from 
chemical agents, downwind patterns. 

Mr. Towns. Yes. That is correct. Hypothetical. But let me just 
sort of move from that to some of your clinical guidelines, Dr. Mur- 
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phy. How did you develop them? Did DOD assist you in setting up 
clinical guidelines? 

Dr. Murphy. No. 

Mr. Towns. How did they come about, your clinical guidelines? 

Dr. Murphy. Well, actually, as I said, VA set up its clinical pro- 
grams very early for Persian Gulf veterans in August 1992 because 
of the concerns and the number of Persian Gulf veterans who had 
come to our VA facilities. There were three referral centers set up 
in Washington, DC, West Los Angeles and Houston, TX. I was the 
director of one of those referral centers. And after having the expe- 
rience of seeing several patients, several dozen patients, we decided 
that we really needed a more consistent and comprehensive method 
of evaluating those patients. The three referral center directors, ac- 
tually spear headed by the Washington VA, the staff that I worked 
with and my colleagues at the Washington VA, developed the pro- 
tocol for a comprehensive evaluation. 

That included, by the way, neuropsychological testing and if the 
veterans had relevant sjanptoms in their nervous system, neuro- 
logical testing, from the very beginning, back in 1993 when that 
protocol was first under development. 

At the beginning of the DOD CCEP program, DOD asked us to 
share our experience with our referral centers and our registry pro- 
gram and they adopted the protocol that we had developed at the 
Washington, DC referral center and now we have comparable pro- 
grams in VA and DOD using the same protocol that was developed 
by VA. 

Mr. Towns. Would you consider, and I do not want to put you 
on the spot, but have we pursued this in a very agOTessive fashion? 
Would you consider — ^you have been around now a long time, would 
you say that we have pursued this aggressively? 

Let me just tell you why I ask that, it is that here we have today 
several witnesses here who indicated what has happened. We have 
people out there that wanted to come and testify. We are now get- 
ting letters. We are getting phone calls from people who are saying 
that this is the experience that they had. And there seems to be 
a real problem. I mean, I think that we all now have to be con- 
vinced that there is a problem. 

As to the magnitude of the problem, you know, maybe we do not 
totally know. Maybe we do not. But I think that we are convinced 
that there is a problem. 

Now, with that in mind, would you say that you feel that based 
on what has happened up to this point that you have aggressively 
pursued this to be able to get the kind of information—and I know 
you say, well, DOD has role, and I understand that and eventually 
we are going to talk to DOD. There is no question about it. Do not 
think we are not going to talk to them. But in the meantime, you 
are here, we are trying to get as much information as possible. 

Dr. Murphy. I can only speak for VA on this. 

Mr. Towns. I understand that. 

Dr. Murphy. I am confident that we have had the full support 
of Secretary Brown and all of the upper level administration in the 
VA. They have given top priority to Persian Gulf programs, for 
clinical care, for medical research, for compensation programs and 
for outreach and education for our veterans. 
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We have received an incredible amount of support at all levels 
within VA and I think we have a good track record of at least at- 
tempting to develop the best programs we can for our Persian Gulf 
veterans. We have worked very hard on that. We have monitored 
the quality of those programs and have worked very hard to con- 
tinuously improve them. 

I have heard the same comments that you have, both in phone 
calls to my office and in the various congressional hearings, that 
sometimes VA has not done the best job at the local level in taking 
care of veterans and I have been personally involved in trying to 
correct those problems when necessary. But I think the vast major- 
ity of Persian Gulf veterans who come into the VA for their he^th 
care, the ones who do not show up at hearings, have been happy 
with the heedth care they have gotten. 

That certainly was brought out at the Presidential Advisory 
Committee meeting. They actually went out and talked to veterans 
at our medical centers and they were pleased with the comments 
they got back on the satisfaction of those veterans. 

Mr. Towns. Well, I am not going to hold you any longer, but let 
me just say and I want to say it very clearly that we are not going 
to go away. We are going to pursue this issue, regardless of who 
the chair of this committee is next year, be it my good friend, if 
he is fortunate enough to be able to hold on, we will continue to 
pursue it. And God Imows, if I am fortunate to be the chair of it, 
that we are going to pursue it. So we are not going to go away. So 
you might as well start digging and getting the answers. 

And I would like to just convey to DOD, who has representatives 
here but did not come to testify, that you are not off the hook. We 
will talk to you. We will talk to you. There is no question about 
it. And I want to let DOD know that. 

Mr. Chairman, with that in mind, I want you to know I yield 
back to you and tell you that I join arms with you, join hands with 
you in making certain that we get to the bottom of ^1 of this. 

Mr. Shays [presiding]. We left out one part. Maybe our replace- 
ments will cEury on after us. 

Mr. Towns. No, I explained that before you arrived. I said I got 
88 percent the last time and I am certain that — I might drop down 
some, but I will have 51 percent. 

Mr. Shays. Well, I would like to work for you if I am not back. 

I would like to just conclude. Dr. Murphy, and then I have one 
more question for Ms. Copelemd. 

On your testimony on page 7, you said “Studies of low level 
chemical warfare agent exposure were not given high priority in its 
1995 working plan because military and intelligence sources had 
stated that U.S. troops had not been exposed to chemical agents.” 

And then later on you say ‘The VA has always remained open 
to the possibility of Persian Gulf veterans being exposed to a wide 
variety of hazardous agents while serving in southeast Asia, includ- 
ing chemical warfare agents. Prior to DOD’s announcement on 
June 21, 1996, the VA designed its clinical uniform case assess- 
ment protocols to detect clinicEil signs and symptoms related to 
neurotoxic exposures.” 

I am a little confused. What it sounds to me like is that you used 
the DOD as a basis for your not listening to your veterans and to 
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all the facts that just were looking you square in the face that 
there was this Gulf war syndrome which is lots of maladies that 
had a toxic feature to it. 

Tell me when does your own work override the work of the DOD? 
Let me put it this way. What would our veterans have had to do 
to get the VA to finally begin low level chemical warfare agent ex- 
posure tests and recognize that there was that possibility? What 
would they have had to do? 

Dr. Mtjrphy. In my testimony I think you will see that we actu- 
£illy did begin testing. Part of the problem that we have, Mr. Chair- 
man, is that there is no diagnostic test or biomarker. There is not 
a blood test that I can do on a veteran that tells me that they were 
exposed to mustard gas or nerve agents back in the 1991 time pe- 
riod. That is an unfortunate fact. We do not have good diagnostic 
tests in that regard. 

But we did listen to our veterans and we did start a specialized 
program at the Birmingham VA that looked at a group of veterans 
who said that they felt that they were exposed and we looked for 
the seconda^ effects of exposure which are neurologic. We did very 
careful detailed neuropsychological testing in that group of individ- 
uals. 

We also did a compreliensive examination that looked for pos- 
sible secondary effects of chemical agents, including, again, 
neurologic effects, some of the things that you would worry about 
with cognitive effects. 

Mr. Shays. But the bottom line is, with all due respect, now that 
you know there were chemicals for a certainty, or potential possi- 
bility, let me use that term, you are going to do something else. 
You are going to do something different. What are the new things 
that you are going to do? 

Dr. Murphy. We are going to develop a research progreim that 
specifically focuses on very low level exposures that we had pre- 
viously been told did not exist. 

Mr. Shays. You were told — no. Well, yes and no. They told you 
they did not have any proof of. 

Dr. Murphy. No, they told us it did not happen. 

Mr. Shays. I would like you to elaborate on that. Told us what 
did not happen? That chemical weapons were not being used offen- 
sively? 

Dr. Murphy. That there had been no verified detections and that 
no veteran had been exposed. 

Mr. Shays. There had been no verified detections. So you lis- 
tened to DOD and not the veterans. How come? 

Dr. Murphy. We did not. 

Mr. Shays. You did not listen to the veterans? 

Dr. Murphy. We developed a special program 

Mr. Shays. No, ma’am. This is 

Dr. Murphy. 'lS:ying to evaluate 

Mr. Shays. Dr. Murphy, the whole 

Dr. Murphy. We also — wait a minute. 

Mr. Shays. I would be happy to wait, but then I want you to ad- 
dress that point, so I will let you continue. 

Dr. Murphy. We also from the very beginning looked at a com- 
prehensive evaluation program for those people with ^fficult to di- 
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agnose conditions that focused on trying to get clinical information 
that might point us to specific toxic exposures. 

Clearly if the majority of people had come in with documentable 
neuropsychological problems, peripheral neuropathy, despite what 
we had been told about no evidence of exposure, we would have 
gone on and developed a research program focused on neurotoxic 
exposures. That is not what happened with our clinical programs. 
Despite that, we went on and designed a survey and we are asking 
15,000 Persian Gulf veterans if they feel they were exposed to 
chemical agents, nerve agents, mustard gas. 

Mr. Shays. When did you start to do that? 

Dr. Murphy. It was done last fall, November. 

Mr. Shays. Last fall? 1995? 

Dr. Murphy. It was designed prior to that. Birmingham, the clin- 
ical pilot program, was begim in 1993 when the veterans voiced 
their concerns to us, so I think the record shows the VA has lis- 
tened to veterans, we have done the clinical work and designed 
some exploratory research focused on this issue, despite the lack of 
information. 

It would he foolish for us 

Mr. Shays. I am going to want to inject myself here. You have 
made your point, do you want to just keep making your point? 

Dr. Murphy. Go ahead. 

Mr. Shays. You are doing something different today now that 
you know that our troops might have been exposed. ViTiat is the 
different thing you are doing today? And you have used as excuse 
that you were not doing — ^what you are doing today you did not do 
before because you did not know and DOD specifically said they 
were not exposed, so that is on the record. So what is this new 
thing you are doing today? 

Dr. Murphy. We have research programs that will now focus on 
low level chemiced agents. 

Mr. Shays. And when did those research programs begin to focus 
on low level chemicals? When did you start that? 

Dr. Murphy. The Research Working Group made its rec- 
ommendations immediately after the announcement in June 1996. 

Mr. Shays. So it is fair for me to say that you did not begin the 
low level until the DOD finally put their stamp of approval on the 
fact that our soldiers may have been exposed to chemicals. 

Sir, let me just say something. With all due respect, I do not 
mind you even coming up and testifying, I would be happy to swear 
you in. I am not trying to intimidate you, but all we are trying to 
do is know the facts and I do not want to be unfair to Dr. Murphy. 
There are so many things in this issue, so if you would like to iden- 
tify yoxmself and be sworn in, I would be happy to have you testify. 
And I am not saying that to intimidate you not to. 

Dr. Murphy, would you like him to testify? He would be more 
than welcome to. 

Dr. Murphy. No. Th2ink you. 

Mr. Shays. I do not even mind if you sit there and not testify, 
if you want to say something. I do not mean that in a critical way, 
I think there are times you need to seek someone else who has in- 
formation, so I would welcome that, if you would like to sit there. 
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Dr. Murphy. I would just like to reiterate the fact that in 1993, 
years before we had confirmation, we set up clinical programs to 
evaluate veterans to see if we could find any evidence of neurotoxic 
exposure. 

Mr. Shays. What are you specifically looking for? And I am mak- 
ing reference to your testimony on page 8, which is the last ques- 
tion, the top paragraph, ‘These evaluations did not reveal any 
neuropathologic process typically associated with neurotoxin expo- 
sure.” 

Dr. Murphy. The examinations did not reveal a peripheral neu- 
ropathy. You will hear later fi*om Dr. Padilla about organo- 
phosphate induced delayed peripheral neuropathy and also that the 
cognitive findings that you might expect due to a toxin’s effect on 
the central nervous system were not present in the individuals. 

Mr. Shays. Were you here when Nick Roberts gave his testi- 
mony? 

Dr. Murphy. No, I was not. I am sorry. I was at the Agent Or- 
ange hearing. 

Mr. Shays. Well, he basically pointed out that he was in a cir- 
cumstance where he woke up and his testimony said: 

I was awakened by a loud explosion. Running to the bunker, I heard a second 
explosion and noticed a large fireball toward the port. Once in my assigned bunker, 
I put on my gas mask. We all sat there for approximately 20 minutes and then the 
all clear was given. We left the bunker and went outside. I estimate that half of 
the unit returned to their tents and the other half remained outside talking. To the 
best of my knowled^ie, there were 112 men assigned to the air detachment. I was 
one of the men outside talking. Within just a few minutes, my arms, neck and face 
were stinging. My lips felt numb and I had strange taste in my mouth like a copper 
penny or perhaps a metallic taste better describes it. Some say a mist came over 
the camp. 1 do not remember a mist, but more of a fog. Just about the time we all 
concluded that we had been hit with something, chemical alarms began sounding. 
Alarms were going off everywhere. Marines camped nearby began to yell, “Go back 
to your bunkers. We have all been gassed.” Once back in the Dunker, we were or- 
dered to MOPP level foim. Radio transmissions were coming in, “Confirmed gas at- 
tack. I repeat, confirmed gas attack. All stations go to MOPP level four.” We stayed 
at MOPP four about 1 hour and then we were riven the all clear once again. After- 
wards, many of us went to the water tank and washed ourselves down to stop the 
stinging. My first symptoms were redness of the skin and welts on my chest that 
afternoon. 

Now, this is not atypical. I am sure you have heard soldiers tell 
you that. When a solder tells you that, do you say, well, do not 
worry, DOD has assured us that no chemicals were used? Is that 
what you do? 

Dr. Murphy. No, we try to investigate further. 

Mr. Shays. OK. Well, the CIA did not investigate further and 
your investigating further regretfully resulted, though, in the fact 
that low level testing is just beginning now, and so I just say to 
you with a great deal of respect that no one has been listening to 
our veterans, including the VA, including the CIA, including the 
DOD, frankly, including the majority of Congress and all of us who 
waited too long to get into this issue. 

I am going to just end, Ms. Copeland, with a question about fig- 
ure 3 in the document you gave us. And I would like to have you 
tell me what assumptions, what are the assumptions that were 
used to determine this chart? This is chart 3. 

Ms. Copeland. The assumptions on page 4 in the box text. And 
I can go through those, if you would like. 
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Mr. Shays. The assumptions on page 4 of 

Ms. Copeland. The text. 

Mr. Shays. OK Give me 1 second. Thank you. I am all set. And 
what are those? 

Ms. Copeland. Do you want me to read through those? 

Mr. Shays. Just give me some of them and tell me who made 
these assumptions. 

Ms. Copeland. We made these assumptions based on 

Mr. Shays. “We” being the CIA? 

Ms. Copeland. “We” being the CIA. That is correct. 

Mr. Shays. OK And for the area involved to have been wider, 
what assumptions would have had to have been different? 

Ms. Copeland. I cannot answer that at this time, but I can get 
back to you. 

Mr. Shays. I did say one final question, but what was the final 
determination to the CIA that chemicals were used at this site? 
That chemicals were present in this depot at Khamisiyah? 

Ms. Copeland. I am sorry. I do not understand the question. 

Mr. Shays. What finally convinced the CIA that chemicals were 
used? Were in Bunker 73. 

Ms. Copeland. Convinced us or what made us look at it in the 
beginning in September 1995? 

Mr. Shays. What convinced you that they were there? 

Ms. Copeland. The U.N. Inspection Team going in in May 1996 
and identi^ng in the bunker those characteristics that were typi- 
cal of Iraqi CW murutions. 

Mr. Shays. And so that U.N. group went in when? 

Ms. Copeland. May 1996. 

Mr. Shays. And that was — ^that convinced the U.N. Inspectors 
that chemicals had been used? That was the first time they were — 
excuse me, that chemicals were present? That was the second time 
they were there or the first time? 

Ms. Copeland. They were there several times. I do not know the 
exact number. 

Mr. Shays. Is there anything either of you would like to say be- 
fore we get to our next pamel? 

OK. TTiank you very much. 

Mr. Towns. I have a question. 

Mr. Shays. I am sorry. My apologies. My apologies. 

Mr. Towns. Thank you very much. 

Dr. Murphy, you indicated in your testimony that a small num- 
ber of veterans have unexplained illnesses. What is a small num- 
ber? 

Dr. Murphy. Let me give you two answers to that. In our reg- 
istry, our original re^stry, we had not really focused in on the 
issue of unexplained illnesses. We were at that time thinking in 
1991 that we might see a lot of respiratory disease related to oil 
well fires, diagnosable medical conditions. So there was no specific 
question that asked about unexplained or undiagnosed illness in- 
cluded in the original registry. 

In order to try to give you an estimate of how many people from 
that original registry might have unexplained illnesses, we did an 
analysis that looked at veterans who reported they had symptoms 
but the physicians had not given them a diagnosis. And there are 
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several reasons why that is a very crude estimate. And that is 
about 23 percent of the first 52,000 people that came in. 

Since September 1995, we redesigned the registry and there is 
a specific question at the end of the registry examination, after the 
physicizm has written the symptoms and diagnosis, and it asks the 
physician to specifically designate whether they feel the patient 
has an unexplained illness, yes or no. 

When physicians are asked that question, of the first 800 people 
that we have computerized data on, only 6 percent of the physi- 
cians said that they felt that their patient had an unexplained ill- 
ness. So I think that with more experience on that new registry, 
we may have better numbers. But it seems to be a relatively small 
number. I would not rely on 6 percent after only 800 exams. 

Mr. Towns. Let me close by just asking 

Thank you very much. Dr. Murphy. 

Ms. Copeland, you testified that the Iraqis reported that 200 
metric tons of chemical munitions were destroyed. Can we estab- 
lish that we destroyed that amount, and what does your intel- 
ligence tell us? 

Ms. Copeland. The 5 percent of the 700? What our intelligence 
tells us is that there were only two sites that had the chemical mu- 
nitions in it. The Iraqis, what they did was move the chemical mu- 
nitions out of the site, like the bunkers and other facilities, several 
of them, and moved them into the open and covered them up. So 
we agree with what the Iraqis have given us, the information and 
have no other information to disagree with it at this time. 

Mr. Towns. All right. I want to ask you a question and if you 
do not want to answer it, just say “I do not want to answer it.” 
Please do not say DOD. 

Ms. Copeland. OK. All right. 

Mr. Towns. Can we get that agreement up front? 

Ms. Copeland. That is fine. 

Mr. Towns. OK. Let me ask, Ms. Copeland, what are the speci- 
fications for the MA chemicals alarm and the Fox detection vehicle? 
Did these detection devices work? 

Ms. Copeland. I cannot answer that. 

Mr. Towns. Thank you. Thank you very much. I yield back to 
the chairman. 

Mr. Shays. Dr. Murphy. 

Dr. Murphy. Could I just make a concluding comment? 

Mr. Shays. I am going to ask just one more question so maybe 
I would like you to just wait. This is more of a housekeeping ques- 
tion. How many cancer cases among veterans are on the Persian 
Gulf registry? 

Dr. Murphy. I do not remember that exact number offhand, but 
I have it in a notebook in the back of the room, so I will give that 
to you before I leave. 

Mr. Shays. No, I want it under oath, so if someone could get 
that, please? 

Do you want to make your comment and we can get back to that? 

Dr. Murphy. I would just like to encourage veterans to take ad- 
vantage of the VA health care programs. We would like to see any 
veteran who is concerned about their health at this point, whether 
they were in the 37th Engineering Battalion or the other units that 
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were around Khamisiyah at the time of the bunker or the pit inci- 
dent and any other veteran who is concerned about their health to 
come in for a registry health examination. The VA is there for you 
and we woiild like you to take advantage of these programs. 

For more information, anybody can call 1-800-PGW-VETS, that 
is Persian Gulf war vets. It is a toll-free help line and they will tell 
you how to register for the health care programs. 

This is data that was prepared in January 1996 by the Environ- 
mental Epidemiology Service. Of the first 52,216 examinations on 
Persian Gulf veterans in the health registry, there were 202 can- 
cers in males and 24 in females, so that is a total of 226. That is 
only the data from the registry. It does not include the diagnostic 
data that was previously provided to you from our inpatient hos- 
pitalization records. I would refer you back to information we pro- 
vided you at the last hearing for those numbers. 

Mr. Shays. In the subcommittee on June 25th, the director of the 
Atlantic Region Office of the Veterans Benefit Administration, 
Gary Hickman, testified that there were about 704 Gulf war veter- 
ans with mali gnan t cancers. Can you kind of give a sense of how 
that relates to the 226? 

Dr. Murphy. Some of those are other unique individuals and 
some of them are individuals who are already included in the 200 
plus that I just gave you. The Veterans Benefits files include those 
individuals who applied for and in some cases received compensa- 
tion for malignant cancers. The Veterans Benefits Administration 
has their own data file for administrative purposes and we have 
our set of files. 

Mr. Shays. Right. I understand, but they are all people with can- 
cers and what I am trying to relate — and they are all, I guess. Gulf 
war veterans. What I am trying to understand is why is your num- 
ber 226 and why is his number 704? 

Dr. Murphy. You had specifically asked, sir, for the number of 
cancers on our health registry examination and that is the number 
I gave you. 

Mr. Shays. Why would there not be more if there are 704 that 
Mr. Hickman has? 

Dr. Murphy. Because it is a voluntary program and some people 
choose to get an examination for compensation and do not come in 
to get a registry examination. 

Mr. Shays. OK. Do you use that 226 number as a number that 
illustrates how many people have cancers? 

Dr. Murphy. No, sir. 

Mr. Shays. How do you use that? What is the significance of the 
226? 

Dr. Murpity. We use the Persian Gulf registry as a very crude 
health surveillance tool. We feel the proper way to get answers to 
the prevalence of cancers, the rates and frequency of cancer in the 
Persian Gulf veterans population is through well designed research 
programs. 

Mr. Shays. When you were in California talking about 226 can- 
cer cases among the 52,260 veterans in the Persian Gulf registry, 
do you point out it is just a crude registry and that there are a lot 
more than have cancer? 
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Dr. Murphy. Yes. And we pointed that out to your committee be- 
fore, that that in fact is not 

Mr. Shays. But when you were out in California, what would — 
I am just tr 3 dng to get a handle on 

Dr. Murphy. In California, sir? Excuse me. 

Mr. Shays. It is just that that is where — we are just trying to 
listen to what the VA says and you recently stated in the Califor- 
nia media, and I wish I had the date, that there were 226 cancer 
cases among the 52,216 veterans on the Persian Gulf registry. And 
that to me is you are saying to someone that is a significant num- 
ber — 

Dr. Murphy. You are quoting me? 

Mr. Shays. No. I am not saying a significant number, the fact 
that you said it says to me that you think it is a meaningful num- 
ber of some kind. And then we have testimony that says there are 
704 Gulf war veterans with malignant cancers. And I am just try- 
ing to sort that out. I just need to know what is the point? 

If this is a crude health surveillance tool, what is the point of it? 
I mean, someone hearing you would say, well, there is just 226. 

Dr. Murphy. I do not remember the context of that comment 
that is being attributed to me. I am not sure that I said that. But 
those numbers are correct from what I have just told you: I re- 
sponded directly to your question about how many veterans on the 
health registry had cancers. 

Mr. Shays. You did. 

Dr. Murphy. And in that context 

Mr. Shays. And in that context, I agree. In that context. 

Dr. Murphy. It has no significance 

Mr. Shays. But I am just trying to understand in that context 
what is the significance and you are telling me it is a crude health 
care surveillance tool, so 

Dr. Murphy. It has no significemce, sir. 

Mr. Shays. It has no significance? 

Dr. Murphy. No. 

Mr. Shays. Is that how you want to end? 

Dr. Murphy. The registry was set up to provide health care and 
in providing that health care, we do some monitoring to assure that 
the examinations are being done completely and to try to get some 
basic health information about the veterans who are coming in to 
VA to see us. 

We recognize that that is not a complete assessment of the 
health of Persian Gulf veterans and we are really just trying to get 
additional information on the health care programs that we pro- 
vide. 

We have said repeatedly in testimony, in meetings and every 
chance we get that we feel that the best way to get answers about 
the health status of Persian Gulf veterans is through research. We 
have that research underway and should be seeing results of sev- 
eral different surveys of Persian Gulf veterans in late 1996. And 
I would base my conclusions about the health of Persian Gulf vet- 
erans not on these self-selected health care programs like the reg- 
istry or the CCEP, but on good, sound scientific study and that is 
my message to you. 
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Mr. Shays. And my message to you is that obviously we cannot 
depend on the Department of Defense or the CIA to encourage you 
to do the studies you need to do, so that when you get veterans 
who are coming to you with serious physical problems that you 
begin the studies and not wait for them. 

With that, we will just call on our next panel. 

T hank you both very much. 

Oiu- next panel is one person, James Tuite, international security 
consxiltant and director. Gulf War Research Foundation, who also, 
I believe, worked with Mr. Riegle. 

Mr. Tuite. Yes, sir. 

Mr. Shays. Mr. Riegle was one of the first to get into this entire 
issue. And you were his staff person on that? 

Mr. Tuite. I directed the investigation for the committee, sir. 

Mr. Shays. Well, I am eager to hear from you. Let me swear you 
in, and I hope people from the CIA and the Department of Veter- 
ans Affairs stay and hear your testimony. 

[Witness sworn.] 

Mr. Shays. What is it like to be on the other side of the table? 

Mr. Tuite. It is fine. 

Mr. Shays. Good. 

STATEMENT OF JAMES TUITE, DIRECTOR, GULF WAR 
RESEARCH FOUNDATION 

Mr. Tuite. Mr. Chairman, a letter I received from a sick Gulf 
war veteran during the Senate Banking Committee investigation 
into this issue during the 103d Congress 

Mr. Shays. I am going to interrupt you, Mr. Tuite. I just want 
to just get a sense of your involvement with this issue, even if you 
are going to start to do it in your testimony. 

Mr. Tuite. Yes, sir. 

Mr. Shays. Mr. Riegle was chairman of the government bank- 
ing — 

Mr. Tuite. He was actually the chairman of the Senate Banking 
Committee investigation and we were looking into both United 
States exports to Iraq that may have contributed to their chemical 
and biological warfare programs, as well as the possible health con- 
sequences of the war after we received a number of reports that the 
soldiers may actuedly be sick from exposure to those compounds. 

Mr. Shays. And you were there from when to when? 

Mr. Tuite. I was there from 1993 to 1995. 

Mr. Shays. So from 1993, when? Beginning, end? 

Mr. Tuite. Aroimd June 1993. 

Mr. Shays. Jime 1993 to 

Mr. Tuite. To the end of the 103d Congress. 

Mr. Shays. Right. And you were involved in how many hearings 
on this issue? 

Mr. Tuite. Only one hearing. I wrote three reports for the Senate 
Banking Committee on this issue and interviewed several thousand 
veterans regarding their experiences in the Gulf war. 

Mr. Shays. So while there was only one hearing, there were ex- 
tensive interviews dining the course of those 2 years plus? 
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Mr. Tuite. That is correct, sir. We handled it more as an outside 
of the hearing room style of investigation, where we were actually 
interviewing literally thousands of veterans. 

Mr. Shays. Thank you for that information and please proceed. 
Sorry I interrupted you. 

Mr. Tuite. Mr. Chairman, a letter received from a sick Gulf war 
veteran during the Senate Banking Committee investigation into 
this issue during the 103d Congress illustrates the way this inves- 
tigation has been handled by the government. He wrote: “We had 
gas alarms go off several times, we were told they are all false 
alarms. We noticed what we thought were missiles streaking across 
the sky. We were told these were shooting stars. We heard loud ex- 
plosions in the sky and saw bright flashes of light. We were told 
these were sonic booms.” 

That veteran is now suffering from Gulf war syndrome. 

Mr. Chairman, the Senate Banking Committee received similar 
deceptive answers from administrative officials and Department of 
Defense and Central Intelligence Agency bureaucrats when it 
asked similar questions regarding this issue. It has been the posi- 
tion of the Department of Defense since mid 1993 that no chemical 
agents were detected and that no chemical munitions were fully de- 
ployed in areas occupied by U.S. forces. The facts continuing to 
argue otherwise. 

During the Banking Committee investigation, we received thou- 
sands of calls and documents from service men and women, many 
claiming that chemicals were detected and that munitions were in 
areas where U.S. forces were deployed. 

On June 21, 1996, the Department of Defense finally admitted 
that chemical weapons were in the Kuwaiti theater of operations 
and that they were improperly destroyed by United States troops 
after the war. But even with this admission, they insisted only a 
small number of troops were exposed. 

Mr. Shays. I am sorry, sir. What was destroyed? 

Mr. Tuite. Chemical munitions, sir. 

Mr. Shays. OK. 

Mr. Tuite. In February 1994, 1 composed letters to the Secretary 
of Defense, Health and Human Services and Veterans Affairs on 
behalf of Chairman Riegle, requesting that all information regard- 
ing this issue be declassified for the benefit of medical researchers 
and the veterans. In May 1994, we received a joint response from 
all three cabinet secretaries, asserting that there was no informa- 
tion, classified or otherwise, responsive to our request. 

In March 1994, Chairman Riegle sent a letter to the Secretary 
of Defense requesting transmittal of edl classified and unclassified 
information regarding this issue directly to the Office of the U.S. 
Senate Security. The requested information was never received. 

We did, however, receive a response in April 1994 from the De- 
fense Department’s Gener 2 d Counsel’s office, telling us that 
CENTCOM, the command element during the Persian Gulf war, 
could not locate anything described as a log regarding chemical and 
biological warfare activity. 

Many of the documents denied to Congress, including elements 
of the CENTCOM nuclear, biological and chemical warfare log were 
subsequently partially declassified and released to individuals and 
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even put on the Internet. Yes, those responsible for protecting our 
soldiers would rather give information, some of which I believe gra- 
tuitously identified both vulnerabilities and intelligence methods 
and sources, to international curiosity seekers before they would 
give it to Congress. 

The report that I am submitting to the committee for inclusion 
into the record as part of my testimony draws on some of these 
very documents, the existence of which were previously denied. It 
also draws upon assessments of U.S. Army National Ground Intel- 
ligence Center and the findings of the Persian Gulf Investigative 
Team acknowledging that the detections of the Czechoslovak chem- 
ical defense specialists were reliable, credible and based on wet 
chemistry analysis. The method does not disclose the amount of 
agent to which the troops were exposed to, but it does reliably iden- 
tify the specific substances. 

During the Gulf war, substances identified during the first week 
of the air war were Sarin, Tabun and mustard agent. 

Up to now, the missing element in the equation has been the 
mystery of how the agents were transported from the research pro- 
ductions and storage facilities in Iraq to the troops. This has been 
an especially difficult issue, since it has been the long-held asser- 
tion of the Department of Defense, the Defense Intelligence Agency 
and the Cent^ Intelligence Agency that the winds were blowing 
in the wrong direction during the detection events. 

The report I submit today solves this mystery for the detections 
that occiured after the initial wave of coalition bombings of these 
chemical warfare agent storage facilities during the first 2 days of 
the air war. Using visible and infrared meteorological satellite im- 
agery from NOAA, which was available to military planners during 
the war, a war before which they expressed deep concern about the 
fallout these bombings, I have been able to determine that a 
thermal plume rose into the atmosphere over the largest Iraqi 
chemical warfare agent research, production and storage facility at 
Muthanna after the coalition aircraft and missile bombardment. 

Seventeen metric tons of Sarin were reported destroyed during 
these attacks, which began on January 17, 1991. These therm^ 
and visual plumes extended directly toward areas where those 
same chemical warfare agents were confirmed by Czechoslovak 
chemical specialists. These images are displayed both in the chart 
here in the hearing room, which I will put up after my testimony, 
and in the report I am submitting with my testimony. 

Mr. Chairman, hundreds of thousands of United States service- 
men and women were in the area where these detections occurred, 
assembling for the upcoming invasion of Iraq and the liberation of 
Kuwait. 

There has been an assertion by Dr. Steven Joseph, Assisteuit Sec- 
retary of Defense for Health Affairs, and others that there was no 
acute phase to Gulf war syndrome and therefore it could not be as 
a resifit of exposure to chemical agents. Yet the majority of the 
thousands of veterans who contacted the Banking Committee dur- 
ing its investigation reported that they experienced undiagnosed 
flu-like illnesses and rashes during the war. 

Mr. Chairman, the Environmental Protection Agency provides 
warning pamphlets through the U.S. Department of Agriculture to 
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farm workers using pesticides, many of which are organophosphate 
relatives of the nerve agents but thousands of times less powerful. 
These pamphlets warn that if flu-like symptoms and rashes occur 
after exposure to these compounds, medical assistance should be 
sought immediately. Exposure to these compounds has also been 
linked to chronic illnesses and neurological and musculoskeletal ill- 
nesses similar to those being rejwrted by the soldiers. 

A recently published peer-reviewed study by Dr. Goran Jamal of 
British veterans revealed that 14 of 14 randomly selected veterans 
all showed signs of peripheral neuropathies similar to those seen 
in victims of chronic organophosphate exposure. In earlier testi- 
mony before this committee, the findings of a small-scale molecular 
epidemiology conducted by Dr. Howard Umovitz, myself and sci- 
entists from the University of Arkansas and two Veterans Affairs 
facilities disclosed that two geographically separate groups of Gulf 
war veterans were not expressing antibodies to type 2 and type 3 
polio, a vaccine that we all receive. This immunologic anomaly was 
not observed in the non-veteran control study. This research con- 
tinues with the goal of identif 3 dng the course and progress of the 
illness. This t 3 T)e of research in turn is an essential first step in 
the ultimate goal of treating the veterans of the war. 

The report I am submitting with my testimony today does not es- 
tablish the link between low level organophosphate chemical nerve 
agent exposure and Gulf war syndrome. It does, however, scientif- 
ically overturn the long-held government position that the troops 
were not exposed to chemical warfare agents in, as was said by 
Central Intelligence Agency Director Deutch, “any widespread 
way.” 

While some clinical studies have been done suggesting such a 
link the exact processes responsible have not been identified. The 
same, however, has been said of the connection between cigarette 
smoking and lung cancer and the exposure of veterans to Agent Or- 
ange and the horrible illnesses that they are suffering. 

The link seems clear, however, even though the precise method 
that the causative agents create the illness is not fully understood. 
Research and proper neurological, immunological and micro- 
biological testing of Gulf war veterans are needed to determine the 
cause, course and potential treatment for this illness. Further, this 
approach will assist in resolving which aspects of the illness may 
be causing spousal and familial transmission and the possible links 
between the reported exposures and birth defects. The delayed re- 
sponse of the medical community to Persian Gulf war related ill- 
nesses as a result of government mismanagement of this issue may 
mean that the illness has progressed in these veterans and their 
family members. 

Mr. Chairman, I am concerned that if we expend our efforts try- 
ing to discover and punish those responsible for miscalculations 
and coverup, both of which I believe have occurred, we are dis- 
tracted from what must be our first priorities: determining the 
cause and treatment of Gulf war syndrome and correcting the 
chemical and biological warfare defense gap faced by our forces. 

The calls for an independent investigation into the decisions 
made during and after the war while welcome should not be an ex- 
cuse to further delaying acting on these priorities. An independent 
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investigation should not replace the popularly chosen panel envi- 
sioned by our founding fathers over 200 years ago to resolve these 
sorts of problems, the Congress. 

I would recommend based on what we know now, that nearly all 
of our soldiers in the Gulf were exposed to chemical warfare 
agents, that Congress move speedily to enact le^slation similar to 
the Agent Orange Act of 1991, mandating assistance to affected 
veterans, extending the presumptive period indefinitely for veter- 
ans with certain medical conditions, and funding independent re- 
search into illnesses and the possible effects on veterans’ families. 
Simultaneously and perhaps more importantly. Confess should 
initiate an independent review of the entire U.S. chemical and bio- 
logical defense program, including the military doctrine and analyt- 
icS and predictive capabilities to warn of chemical and biological 
threats in both the Department of Defense and the Central Intel- 
ligence Agency. 

Mr. Chairman, members of the committee, I thank you for this 
opportunity to present my testimony and ask that the full text of 
my remarks and the accompanying material be included in the 
record. 

[The material accompanying Mr. Tuite’s prepared statement fol- 
lows:] 
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SCOPE OF REPORT 

This report is limited to an assessment of prior reports of die exposure of U.S. militaiy 
personnel to chemical warfare agents fiom fallout as a result of the bombings of Iraq’s 
chemical warfare productimi and storage infrastructure. Particular attention is given to the 
relationship between the air attacks during the early phase of the Coalition “air war” campaign 
and the detections of sarin by members of die Czechoslovak chemical defense units on January 
19, 1991. These detecdons have been described by the Department of Defense as both 
“reliable” and “credible.” 

Attoidon is also given to additional Czechoslovak chemical defense unit detecdons of the nerve 
agents sarin and tabun, and the blister agent sulfur mustard, on January 19-21, 1991. These 
detecdons are of pardcular importance because die Department of Defense has assessed the 
Czechoslovak chemical warfrre agent detection technology to be both “reliable,” “credible,” 
and based on “wet chemistry” analysis. According to declassified U.S. intelligence reports, the 
substances housed in the facilities that were attacked in the first days of die “air war'’ included 
sarin, tabun, and mustard, whose presaice in Coalitim troop areas was confirmed by these 
Czechoslovak technologies. The Departmoit of Defense has said in recent reports that these 
detecdons are “possible.” 

According to the Department of Defense, Central Intelligence Agency, and the CIA 
subcontractor currently conducting the modeling of the distance and direction &lloiit fiom the 
bombings might have traveled during diis period, the Czech findings have not been considered 
“confirmed” This lack of confirmation, diey claim, is because the wind, and therefore the 
fallout, was traveling in the wrong directioa Since an explanation could not be provided to 
explain the presence of these agents in Coalition troqi areas, the detections were denied A 
confirmation in these areas has enormous implications, since it means that hundreds of 
thousands of U.S. service men and women were eiqxised to varying levels of chemical warfiue 
agents fiom these bombings. This report provides the necessary scientific data to refute the 
Department of Defense and Central Intelligeice Agency position and confirm the exposure of 
U.S. troops to chemical warfrue agents. 
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KEY FINDINGS OF THIS REPORT 

This report provides evidence that establishes that U S soldiers were exposed to chemical 
warfare agent fallout from the aerial bombings of Iraqi chemical warfare agent research, 
production, and storage facilities by Coalition forces. This report identifies: 

• the location of, and in many cases the date that, chemical warfare agent research 
production and storage facilities known to contain chemical warfare agents, chemical 
warfare agent precursors, and other hazardous chemical toxins were bombed; 

• archived meteorological data, including visible and infrared satellite imagery 
illustrating that the heat and smoke, and therefore the toxic debris, from these &cilities 
traveled directly towards U.S. military personnel; and, 

• scientific confirmation of the presence of these exact compounds using technologies 
evaluated by the U.S Department of Defense to be both “credible,” “reliable,” and 
based on scientific techniques. 

Unlike previous government disclosures claiming that the number of soldiers exposed to 
these compounds is minimal and limited to the immediate area around the destruction of 
the Kamisiyah facility after the war, this research demonstrates conclusively that chemical 
warfare agents and precursors were present in areas where hundreds of thousands of U.S. 
soldiers were massing for the upcoming invasion of Iraq and liberation of Kuwait. The 
evidence provided by the Czech detections of chemical warfare agents in troop areas also 
lends credence to the thousands of chemical agent alarms deployed with U.S. troops that 
also began sounding with the initiation of the bombings. 
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AERIAL BOMBING OF IRAQI CHEMICAL WARFARE AGENT RESEARCH, 
PRODUCTION, AND STORAGE FACILITIES 

Table 1 identifies known Iraqi chemical warfare agent research, procuction, and 
storage facilities, based on information provided in declassified Defense Intelligence 
Agency (DLA) intelligence information reports (HR), which are presumed to be accurate. 
The geocoordinate data provides precise locations for the principal sites targeted. The 
dates on which the sites were bombed is also based on declassified DIA and Joint Chiefs 
of Staff reporting.' United Nations Special Commission on Iraq (UNSCOM) reports 
confirm that chemical agents were present at many of these facilities. Accordmg to DIA 
reports, “all known or suspected CW/BW storage sites were damaged or destroyed during 
Desert Storm with the exception of four crudform bunkers at Samarra [the others were 
destroyed] and two 12-fiame refiigerated bunkers.”^ 

A recent unclassified report fiom the Central Intelligence Agency reveals that Iraq has 
declared to the United Nations that nearly 17 metric tons of sarin were destroyed during 
the attacks on the Muthanna State Establidiment (Samarra) and that 2. 9 metric tons of 
nerve agents were destroyed during Coalition attacks on the chemical waifiue agent 
storage site at Muhammadiyat (331SN04121E).’ 


' Source (classified). Sub)ect The following are assessed to be chemicel munitions storage bunkers, 23 
JAN 1991 (declassified 1 1 AUG 1991 ). Intelligenoe Assessment of Chemical and Biological Warfare In 
the Gulf; for the Defense Science Board invasbgabng Oassrt Storm Sjmdioma (1993), (dadassiflad 25 
SEP 1995). Office of the Joint Chiefi of Staff, U.S. Department of Defense, Washington, D.C. (dadassiflad 
21 December 1995); Internal Staff Paper, Release Covered by fifOP 39, Subject Soviet Request for Info 
on Chernmadiologic Leaks, 23 JAN 1991 (dedassifled 21 December 1995). McConnefl, J.M., RADM, USN, 
Director for Joint Staff, Intelligence Internal Staff Paper, Soviet Embassy Request for Information on 
Desert Storm, IS JAN 1991, Washington, D.C. (declassified 21 DEC 1995). 

^ Dstanse Intelligencs Agency. Subject (classified). 11 APR 1991 (partially declassified, 19 JUL 1991). 

1 Central Intelligenoe Agency, CIA Report on Intelligence Related to Oulf War llintawes (2 Augnst 1996), 
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TABLE 1. LOCATION OP KNOWN/SUSBECTEO CHENICAL AGENT BBBEARCH PRODUCTION, STORAGE, 


PRECURSOR, AND RELATED HAZARDOUS STOCKPILES BOMBED BY COALITION FORCES 


FACILITY 

LOCATION 

ACTIVITY 

REPORTED DATES 
OF BOMBINGS 

B III i»iy1I I II 

■II II 


i/2aGi 

QAYYARAH WEST AMMO 
DEPOT 

365140N/0430630E 

CW STORAGE 

2/10/91 

QUYYARAH WEST 

AIRFIELD 

35461 1N4M30718E 

CW STORAGE 

2/1001 


353230N/D435800E 

CW STORAGE 

2/0601 


352810NA}442018E 


20501 

MUTHANNA STATE 
ESTABLISHMENT - CW 
RESEARCH, PRODUCTION 
AND STORAGE (also called; 
SAMARRA) 

335020N/0435030E 

CW STORAGE 

CW PRODUCTION 

CW RESEARCH 

1/1701 




20001 

AL TAQADOUM AIRFIELD 

3319S6N/0433604E 

CW STORAGE 

20401 

BAGHDAD AMMO DEPOT - 
TAJl 

3332223N>0441638£ 

CW STORAGE 

2/1001 

UBAYDAH BIN AL JARRAH 
AIRFIELD 

32291 SNA>454&44E 

CW STORAGE 

1/17/91 

AN NASIRIYAH AMMO 
STORAGE FACILITY 
SOUTHWEST 

3Q6750NA>461030E 

CW STORAGE 

20901 

TALLIL AIRFIELD 



1/2901 

ASH SHUAYBAH AMMO 
STORAGE DEPOT 
NORTHEAST 

3Q22&40NAM73830E 

CW STORAGE 

20101 


3333N0433aE 

PESTICIDES 

CW PRECURSORS* 

1/1701 

2/0101 

HABBANIYAH -2 
(FALLUJAH.2) 

3329N04340E 


1/17/91 

201/91 

HAB6ANIYAH4 

(FALLUJAH-1) 

3329N0434e 

NO COMPLETED PRODUCTION WORKS 

OR STORAGE SITES - COMPLETELY 
DESTROYED BY ALUED BOMBINGS 

1/17/91 

201/91 

HABBANIYAH (OTHER) 

■ — -n— 

i 

2/17/91 

lBJjaiiprj!I75nrr3n— 



2/21/91 

AL QAIM 

33G0N04110E 


2/1 G91 


3466N04324E 



TIKRIT 


1 1 1 ll 1 1 ■ 

2/1301 

KARBALAH 


CW STORAGE 

203/91 

AO DIWANIYAH 



20301 

B M M I 

3363N0423eE 


1/1 901 


* U.S. ARMY Operations Group INSCOM, Subject HR 2 201 0022 92, Insp^on of Chemical Warftre 
Facilities, 30CT91 (declassified 1995). Report provides mformation on activities at the three Habbaniyah 
sites. 
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Unidentified Variabit* 


The location or locations at which chemical munitions and bulk agent were stored 
after being removed from known chemical warfare agent production and storage fitcilities 
adds an unknown variable to estimates of bombing damage to chemical war&re stocks. 
Identifying these additional facilities would complicate observations, but does not alter 
events associated with known locations bombed in the days prior to detections of chemical 
warfare agents in areas occupied by U.S. troops. Many of the fitcilities suitable for the 
storage of these materials were in areas in which Iraqi forces were deployed. The 
presence of three such facilities at An Nasiriyah and Kamisiyah have recently been 
confirmed by the Department of Defense. Further, a declassified signals intelligence 
(SIGINT) intercept report,’ recent UNSCOM reporting,’ and a recent press interview 
with a former Iraqi commander’ indicate that chemical rounds were deployed to the fi'ont 
with the Iraqi forces and that Iraqi commanders had limited or pre-designated authority to 
use them. Each of these reports indicates that the probability of chemical warfare agent 
fallout fi'om bombing targets not then known to contain these materials is also high. 


’ CENTCOM CCJ3-X (NBC) Log. February S. 1991 (partially rleclassitted) 

* Security Council Report 8/1995/864, 1 1 (Cctober 1995 (UNSCOM). 

’ Ridino the Storm: How to Telt Liea anri Win Ware, personai interview by Maggie O'Kane, Cineeontact, 
175 Wartiour Street, London, W1V3FB, U K. 
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STALLED FRONTAL ACTIVITY, WINDS ALOFT, AND VISIBLE AND 
INFRARED SATELLITE IMAGERY 

STALLED FRONTAL ACTWITY 


Shortly after the initiation of the air war and throughout the period covered in this section 
(January 17-24, 1991), a low pressure system over Iraq and a high pressure center over 
the Indian Ocean resulted in a stationary frontal pattern and the development of low-level 
cloud activity directly over the area occupied by coalition forces. This stalled weather 
pattern was reported in the oflScial history of the weather IGulf War Weatherl prepared by 
the United States Air Force in 1992. 

A composite of NOAA- 1 1 visual images showing the stalled front appears on the 
following page This composite image covers the period January 18-24, 1991 (Coverage 
for January 17, 1991, was not available from the National Climatic Data Center). 
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WINDS ALOFT 


In analyzing whether or not &llout is a factor in the “valid”* detections we are aware of 
thus far, wind direcdoos in the hours before, not just during, the detections are relevant. 
The Department of Defense and the Central Intelligence Agency rely on point time data 
rather than data over time. While this information is important, it is much less relevant 
than analyzing the winds that may have transported toxic efBuents to the area of detection 
in the hours immediately before the detections occurred. 


Winds are represented on National Weather Service (NWS) surface charts by the 
following symbol:’ 


(Speed: long bar 10 kts each; 
short bar - S kts) 

Example: 2S kts 



Direction 


However, above the fiicdonal sur&ce layer, wind speeds are geostrophic and tend to 
follow isobar contours. Wind speeds are subgeostrophic throughout the mixing layer 
(ML) with wind directions crossmg the isobars at a small angle towards low pressure . 
Low pressure is the tower isobar on each of the charts displayed on the following 
composite image (page 10) for the period prior to the “credible” Czechoslovak chemical 
detections on January 19, 1991. 


’ Letter to the author fiom Col. E. KaenigsbuiB, U.S. Department of Defense (DoD), Persian Gulf 
Investigative Team (PCfT), dated April 18, 1996, acknowledging that it is the position of the DoD that 
the Czech chemical detection methods are valid. 

’ Dusan Djutic, Weather Analysis. (Englewood Cliffe, NJ: Prentice Hall) 249. 

Roland B. StuU, An tmfnrfnrrinn In RnmidarY i Jyer Meteorology. (NorweU, MA: Kluwer Academic 
Press, 1988), 15. 
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During night time bombings the area closest to the ground is highly stable, partly due to 
the absence of solar thermal activity. This stable layer normally would trap pollutants in 
this surface layer. However, high explosive weapons and highly volatile agent material 
would have created their own thermal activity, and toxic efBuents and agent vapor 
penetrated the surface layer to travel with the winds aloft in the residual layer (RL) of the 
night time atmosphere. “Although the winds at ground level frequently become lighter or 
calmer at night, the winds aloft may accelerate to supergeostrophic speeds in a phenomena 
that is called the low-level jet or nocturnal jet.. .Winds exhibit very complex behavior at 
night. Just above the ground the wind speeds become light or even calm. At altitudes on 
the order of 200 meters above the ground, the wind may reach 10-30 meters/second [36- 
108 kilometers/hour]." Regardless of the night time behavior of the pollutants, the return 
of the mixing layer after sunrise results in the fanning out of the toxic efQuent debris 
throughout the mixing layer (altitudes of 1000 meters and higher). 

The available surftice weather data reveals that during the period just prior to the 
January 19, 1991, chemical warfare agent detections by Czechoslovak and French forces, 
surface fiictional winds varied with location. However, the isobaric contours confirm that 
the non-fiictional winds were moving from the areas over the bombed facilities towards 
the units involved in the detection activity. The next composite chart shows that 
throughout this period the. lOOOmb (millibar) contours indicate that winds aloft at the 
lowest recorded levels flowed directly towards the detecting elements, even when surface 
winds did not. 


Ibid. 
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The confirmation necessaiy to establish that the bombings of these &cilities caused 
enoimous thermal events and plumes that extended directly towards Coalition military 
personnel should be observable using satellite imagery if the collected data is not obscured 
by dense clouds. Such a confirmation can be made by (1) identifying the location of the 
faciUties (accomplished above), and (2) by reviewing both the viable and infiared imageiy 
available immediately before and contemporaneous with the detection of chemical warfiue 
agent materials in areas where Coalition forces were located which are identical to those 
contained in the facilities that were destroyed. 
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VISIBLE AND INFRARED METEOROLOGICAL SATF.T.I ITF TMArrFRV 

Source of Data: Advanced Very High Resolution Radiometer (AVHRR) Level IB 
satellite images taken by NOAA-1 1 were acquired from the National Climatic Data 
Center, National Oceanographic and Atmospheric Administration (NOAA), Asheville, 
North Carolina. The AVHRR aboard NOAA-1 1 collects on five distinct spectral bands; 
three infrared bands and two visible bands. 

Data resolution; 1 1 kilometer (km) 

Image Processing: EROAS Imagine, Version 8.2, geographic information system (GIS) 
software was used to process the images that follow. 

Aimotated images were rotated to true north alignment. Locational annotations were 
geolocated using readily identifiable reference points. No enhancement or alteration of the 
images was performed. Infrared images are outside of the visible spectrum, visible detail 
on these images is the result of thermal and infrared reflecting activity. A map of Iraq 
appears at the end of the report to assist in reader orientation. 

I9JAN1991; 0008Z; CHANNEL 4 (10.3-11.3 nanometers (IS)) 

The image on the following two pages was taken by NOAA-1 1 on January 19, 1991, at 
0008Z, several hours prior to the first Czech detections. This is the image recorded by 
AVHRR chaimel 4, which measures thermal and other infiared activity in the 10.3-1 1.3 
nanometer range. The two other infiared c hann els (3, S) also measured the activity 
recorded on the image. The visible imagery channels (1,2) record no activity since the 
image was taken during a period of darkness. The first image in unaimotated. The second 
image is annotated for reader orientation. 
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Image information: 

The preceding images identify an intense point source thermal event originating in the area 
directly over the Muthanna State Establishmrat in Iraq. This was Iraq’s largest chemical 
warfare agent research, production, and storage facility. The plume from this facility 
extends south toward a larger area of thermal activity. This larger thermal activity covers 
a number of other facilities in Iraq known to contain chemical warfrire agents, chemical 
war&re agent precursor materials, and other hazardous industrial and agricultural 
chemicals. These &cilities were also bombed during this period and would have 
contributed to the thermal activity. This composite plume continues southward toward 
the areas in which the Czechoslovak chemical teams detected chemical agents identical to 
those known to be stored or produced at the bombed facilities. These detections occurred 
in an area where this warm air nwM collided with the colder clouds in the stalled front 
described above. This predictably would have resulted in both instability and condensation 
activity. The chemical warfrire agents, which are 4-6 times heavier than air, should have 
dropped to the surface as a result of this activity. 
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I9JANim; 112SZ; MULTISPECTRAL IMAGE (CH. 1,2 (VISIBLE) CH. 4 (IS)) 


The image on the following page was taken by NOAA- 11 on January 19, 1991, at 1125Z. 
This is the image recorded by AVHRR channels 1 and 2, which measure visible activity, 
and channel 4, which measures thermal and other infrared activity in the 10.3-1 1 .3 
nanometer range. By analyzing the images fr-om the OOOSZ pass just prior to the Czech 
detections and the 1 12SZ pass just after the Czech detections, both the direction and 
nature of this enormous thermal and visible plume are confirmed. 

Again, there is an intense point source multispectral plume of thermal and visible debris 
originating from the area directly over the Muthanna State Establishment. This activity 
extends directly southward, passing over other known and suspected chemical warfru'e 
agent storage sites which were also attacked during this period. Again, this plume 
interacts with the stalled front in the area where the detections occurred. 
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These images are from the NOAA-1 1 satellite passes that occurred just prior to and after 
the first Czechoslovak chemical agent detection, which the Department of Defense has 
labeled as “credible” and “reliable” but not confirmed because the wind was allegedly 
blowing the wrong way. 

These images directly contradict several Department of Defense and Central Intelligence 
Agency positions about the direction the &llout moved and the stated position that U.S. 
forces were not exposed to chemical warftre agents “in any widespread way.” They also 
lend weight to other simultaneous chemical agent detection activity that occurred across 
the theater by other Coalition forces during the period this front was staUed over Coalition 
forces. Detection technologies and individual detections during the period of the stalled 
frontal activity are discussed in the next section of this report. Subsequent to this period, 
however, visible satellite imagery shows that phime activity from the bombings continued 
towards Coalitioo troop deployments. This new knowledge about the distances these 
materials may have traveled demands a reassessment of the hazards associated with 
bombing these facilities throughout the war. 
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CZECHOSLOVAK AND COALinON DETECTION TECHNOLOGIES 
Sensor Technology 

The three mqor powers participating in the 1991 Persian Gulf War, the U.S. U.K., 
and France, all expected chemical war&re agent use by the Iraqi military. These 
governments brought a diverse array of chemical warfare detection and identification 
equipment with them to the Gulf Soviet equipment, such as the GSP-1 and GSP-1 1 and a 
mobile chemical agent laboratory were also used by Czech chemical troops. This broad 
array of equipment used varying technologies to detect and confirm the presence of 
chemical warfare agents, as well as to identify the specific agent present. The following is 
a listing of the different physical principles employed: 

• wet chemistiy 

• mass spectrometry 

• ion mobility spectrometry 

• chemical reaction 

• biochemical enzyme reacrivity 

• flame photometry 

• ionization 

The Department of Defense has only acknowledged up to this point that the Czechoslovak 
technology is reliable and credible and the Czech confirmation procedure uses wet 
chemistry principles, which pennit a qualitative confirmation of specific chemical warfare 
compounds. Only two of seven detections by Czech units have been called credible and 
reliable. The remainder are said to be possible. The Department of Defense claims that 
none of the detections using any of the other technologies have been confirmed. 

Table 2 identifies detector/sensor and agent identification systems deployed by coalition 
forces reporting the detection of chemical warfine agents. 
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TABLE 2. DETECTOR/SENSOR AND AGENT IDENTIFICATION SYSTEMS DEPLOYED BY 
COALITION FORCES REPORTING THE DETECTION OF CHEMICAL WARFARE AGENTS” 


NATION/ 

CHEMICAL AGENTS 

SENSITIVITY 

METHOD/ 

SYSTEM 



TECHNOLOGY 

FRANCE/FI 

GA/ AGENTS 

DATA NOT AVAILABLE 

BIOCHEMICAL ENZYME 

DETECTOR 

FRANCEn’DCC 

GA/GB 


CHEMICAL/BIOCHEMICAL 


AC 


DETECTOR 


CK 



FRANC E/ADUF 

GB/GO 

DATA NOT AVAILABLE 

FLAME SPECTROMETRY 

UK/CAM 

G/V AGENTS 




H AGENTS 



UK/NAIAO 

G AGENTS 

0.06rng/m3 



V AGENTS 

0.0(£nig/m3 


UKMARKI 

G/V AGENTS 

DATA NOT AVAILABLE 

BIOCHEMICAL/CHEMICAL 


H AGENTS 


REACTIVITY 

UR-CZ/GSP-1 

GA/ AGENTS 

O.OSmg/mS 

HHBjHill 

UR-CZ/GSP-11 

G/V AGENTS 

O.OSmg/nO 

HiiiliiiH 

CZ/PPCHL-90 

MOST CHEMICAL 

AGENT IDENTIFICATION 

FIELD PORTABLE CHEMICAL 


WARFARE AGENTS 

THROUGH WET 

AGENT LABORATORY- 



CHEMISTRY ANALYSIS 

CHEMICAL REAGENTS/ WET 
CHEMISTRY ANALYSIS 

USM8(A1) 

G AGENTS 

0.1 mg/mS 

IONIZATION 


V AGENTS 


AUTOMATIC ALARM 

USAI8 PAPER 

GA/ AGENTS 

YES/NO 

CHEMICAL REACTIVITY 


H AGENTS 

YES/NO 

COLOR INTERPRETATION 

USAI9 PAPER 

GA/ AGENTS 

YES/NO 

CHEMICAL REACTIVITY 


H AGENTS 

YESfl^O 

COLOR INTERPRETATION 

USM256 

G AGENTS 

0.06mg/m3 

■ 1 3 T. 1 1 i' ^ 


V AGENTS 

0.1Smg/m3 



H AGENTS 



USAt2S6A1 

G AGENTS 

0.006 mo/m3 

BIOCHEMICAL ENZYME 


V AGENTS 

O.O2m0/m3 

DETECTOR (CHOUNESTERASE 
REACTIVITY) 


H AGENTS 

S.OfflQAnS 

CHEMICAL REACTIVITY 

US/CAM 

OfVABEffTS 




H AGENTS 



USMM1 



QUAORAPOLE GC-MS 

FOX NBC VEHICLE 



FUUGC-MS 



BACKUP UNIT (EARLY 




WARNING) 



” Specifications (where available) obtained from DOD FM Series 3; the Chemical Research, Engineering 
and Development Command (CROEC), Aberdeen Proving Grounds, MD; the manufacturers; and. Jane's 
NBC Protection Eouioment 1991-1992. and 1995-1996 . 


20 




























































465 


SUMMARY OF CHEMICAL WARFARE AGENT DETECTIONS 


PERIOD ONE: JANUARY 17. 1991 - JANUARY 24- 1991 


During this critical period, coalition forces targeted and bombed the key Iraqi chemical 
warfare research, production, and storage facility at Samarra (also known as Muthanna) 
on January 17, 1991; major chemical warfare agent production and storage facilities at 
Habbaniyah I, Habbaniyah H, and Habbaniyah HI ( also known as Fallujah I, II, m) on 
January 17-18, 1991; and chemical weapons storage facilities at An Nasiriyah and 
Ubaydah Bin A1 Jarrah Airfield on January 17, 1991. This pattern of chemical weapons 
faxrility bombing activity is likely incomplete, but the bombings of these critical targets are 
confirmed in contemporaneous intelligence reports. 


TABLE 3. PRINCIPAL REPORTED CHEMICAL AGENT DETECTIONS BETWEEN 
17 JANUARY IWI - 24 JANUARY 19«1 ** 


DATE 

LOCATION 

NATIONAJNIT 

AGENT 

DETECTED 

METHOD/TECHNOLOGY 

17 JAN 91 

N.W. HAFIR 

AL BATIN 

US/ 

2«THSFG 

UNKNOWN NERVE 
AGENT 

IONIZATION. BIOCHEMICAL 
REACTION. ION MOBILITY 
SPECTROMETRY 

M8A1. M25d. CAM 

19 JAN 91 

N. HAFIR 

AL BATIN 

CZJ 

CHEM. OET. 

UNIT 

SARIN (GB) 

BIOCHEMICAL REACTIVITY 
WET CHEMISTRY 

GSP-KII). PPCHL-90 

19 JAN 91 

N.E. HAFIR 

AL BATIN 

CZJ 

CHEM. DET. 

UNIT 

SARIN (GB) 

BIOCHEMICAL REACTIVITY 
WET CHEMISTRY 

GSP-1(11). PPCHL-90 


Defense Intelligence Agency, Intelligence Assessment of Chemicai and Bioiogicai Warfare in the Gulf. 
For the Defense Science Board investigadng Desert Storm Syndrome, Washington, D C. (1993) 
(dedassified September 2S, 1995):OSO-CCC SQA 1294, Subject Soviet Request for Info on 
Chemical/Radiological Lealo, 17 JAN 1991, Office of the Joint Chiefs of Staff, U.S. Department of 
Defense, Washington, D C. (dedassified 21 December 1995); Internal Staff Paper, Release Covered by 
MOP 39, Subject Soviet Request for Info on Chem/Radioiogic Leaks, 23 JAN 1991 (dedassified 21 
December 1995); McConnell, J.M., RAOM, USN, Director for Joint Staff, Inteliigence Internal Staff Paper, 
Soviet Embassy Request for Information on Des^ Storm, 18 JAN 1991, Washington, D.C. (dedassified 
21 DEC 1995); Memorandum fOr the Assistant Deputy Under Secretary of Defense, Soviet and East 
European Affairs, Subject Soviet Embassy Requ^ for Information on Desert Storm (dedassified 21 
DEC 1995). 

Detection/confirmation reports are primariiy from CENTCOM CCJ3-X log (partially dedassified 1995), 
Defense Science Advisory Board (DSAB) report (June 1994), reports from the Czech government 
regarding detection activity during the Persian Gulf War, and de^ssified DIA reports regarding chemical 
detection activity. Several events (3) are identified in CENTCOM reporting and discounted by CENTCOM 
but confirmed by interviews with chemicai detection spedaiists. These reports have been induded only if 
the reports are corroborated or documented by multipie independent sources. 
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KKMC 

cz/ 

CHEM. DET. 

UNIT 

UNKNOWN NERVE 
AGENT 

BIOCHEMICAL REACTIVITY 
WET CHEMISTRY 

GSP-1(11), PPCHL-90 

19 JAN 91 

30 KM FROM 
KKMC 

FR 

UNKNOWN NERVE 
AGENT 

BIOCHEMICAL REACTIVITY 




CONFIRM FRENCH 
DETECTION 

WET CHEMISTRY 

PPCHL-90 

19 JAN 91 

KKMC 

C2J 

CHEM. DET, 

UNIT 

SULFUR MUSTARD 
(HD) 

WET CHEMISTRY 

PPCHL-90 

19 JAN 91 

JUBAYL 

UK 

UNKNOWN BLISTER 
{/^FTER 

UNEXPLAINED 

EXPLOSIONS) 

CHEMICAL REACTIVITY, 

ION MOBILITY 
SPECTROMETRY 

M-9. CAM 

19 JAN 91 

JUBAYL 

US/ 

NMCS-24 

UNKNOWN BLISTER 

(/^ER 

UNEXPLAINED 

EXPLOSIONS) 

CHEMICAL REACTIVITY 

M-256 (2/3 TESTS) 

20 JAN 91 

NW of KKMC 

US/ 

SOOTH MP BDE 

UNKNOWN NERVE 
AGENT 

IONIZATION, BIOCHEMICAL 
REACTIVITY 

M8A1. M256 

20 JAN 91 

DHAHRAN 

UK 

UNKNOWN NERVE 
(AFTER SCUD 

ATTACK) 

BIOCHEMICAL REACTIVITY 
(SEPARATE DEVICES) 

NAIAD. MARK 1 

20 JAN 91 

NEAR KKMC 

CZJ 

CHEM. DET. 

UNIT 

SULFUR MUSTARD 
(HD) FOR 2 HRS 

WET CHEMISTRY 

PPCHL-90 

20 JAN 91 

NEAR KKMC 

FR 

UNKNOWN NERVE 
AGENT 

BIOCHEMICAL REACTIVITY 

20 JAN 91 

FRENCH 

SECTOR 

KKMC 

CZ 

SARIN (GB)/TABUN 
(GA) 

BIOCHEMICAL REACTIVITY 
WET CHEMISTRY 

PPCHL-90 



FR 

UNKNOWN NERVE 
AGENT 

BIOCHEMICAL REACTIVITY 



CZJ 

CHEM, OET. 

UNIT 

SARIN (GB)/TABUN 
(GA). SULFUR 
MUSTARD (HD) 

BIOCHEMICAL REACTIVITY 
WET CHEMISTRY 

PPCHL-90 

21 JAN 91 

KKMC 

FR 

UNKNOWN CW 

CHEMICAL OR BIOCHEMICAL 
REACTIVITY 



US 

UNKNOWN NERVE 
AGENT 

IONIZATION. BIOCHEMICAL 
REACTIVITY 

M8A1. M256 

23 JAN 91 

KKMC 

CZJ 

CHEM. DET. 

UNIT 

UNKNOWN CW 

WET CHEMISTRY 

PPCHL-90 



CZJ 

CHEM. DET. 

UNIT 

PATCH OF SULFUR 
MUSTARD (HD) 

WET CHEMISTRY 

PPCHL-90 

23 JAN 

91 

GENICOM 

US/ 

GENICOM NBC 
CELL 

ORDER TO CENTAF 

DISREGARD CHEMICAL 
AGENT REPORTS COMING 
FROM THE CZECHS 

17 JAN - 
23 JAN 91 


US 

UNKNOWN NERVE 
AGENT 

IONIZATION 

MSAI 
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OBSERVATION 

This period of widespread chemical agent sensing by the instruments and methodologies 
cited above directly coincides with the release of the detected material, the identification 
of thermal and visual plume activity extending fi'om the area of the damaged facilities 
towards prepositioned militaiy personnel, and a meteorological phenomena that would 
stall the toxic vapors and debris directly over the area in which coalition troops were 
deployed. 

PERIOD TWO: JANUARY 24 1991 - FEBRUARY 28. 1991 

This period is marked by the continued bombing of Iraqi chemical weapons research, 
production and storage facilities and by the continued sounding of the M8A1 automatic 
ionization nerve agent alarms throughout the area occupied by U.S. and Coalition forces. 
In testimony before the Senate Banking Committee on May 24, 1994, Department of 
Defense ofiScials acknowledged that the 14,000 chemical agent alarms deployed with U.S. 
forces in the Gulf sounded three times per day, on average, during the period of the air 
and ground war. 

French, Czech, and U.S. commanders publicly or privately reported that the alarms 
sounded because of traces of nerve agent in the air fi’om the bombing of Iraqi chemical 
weapons &cilities, but asserted, incorrectly, that the amount of agent present was 
insufificiertt to cause physiological harm. The commander of the Soviet Chemical Troops, 
Miyor General Igor Yestafyev and Soviet Foreign Minister, Vitaly Churkin, publicly 
expressed concern over the bombings and their potential inqtact to the safety of the Soviet 
Unioa” 


Associated France Presse. Pans, February 4. 1991 as repnnted in The Independent (cites General 
Raymond Germanos that chemical fallout-relatsd neurotoidns from allied bombings ware being detected 'a 
little bit everywhere;' Kanishchev, A. and Timofeyev, L, 'Soviet Spokesman on Attacks on Iraqi Chemical 
Objects,' TASS. Febmary 8, 1991; Handleman, S., 'Kremlin Growing Frustrated with Role of Outsider,' 
Toronto Star. February 10, 1991 
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Soldiers continued to report flu-like illnesses, rashes, and targe unexplained cross- 
species/cross-fatnily die-ofifs of animals in the desert. Several reports of chemical nerve 
agent detections/confirmations using US/M2S6 chemical agent detection kits were also 
received. 

During this period, the general pattern of reliable known or reported chemical agent 
detections decreased, but it is unclear whether this is the result of (1) a CENTCOM 
directive on January 23, 1991, ordering subordinate elements to disregard reliable 
detections such as those made by the Czechs; (2) U.S. units reportedly being told to 
ignore or disable chemical agent detection equipment; (3) an absence of data based on the 
refusal of the Department of Defense to declassify the entire CENTCOM CCJ3-X NBC 
and other subordinate unit log entries for most of this period; or (4) a reduction of the 
levels of agent material present due to the passing of the stationary front observed during 
Period One. 

Satellite Data 

Visible and thermal satellite imagery and smoke plume data shows that the debris from the 
bombings consistently moved with the weather patterns towards and over positions 
occupied by coalition forces assembling for the upcoming invasion of Kuwait and Iraq. 
One study conducted after the war on the debris from the Kuwaiti oil well fires indicated 
that satellite imagery revealed visible debris observed at heights of 6-7 km above ground 
level and at distances of nearly 2,000 km from their source.'* While the smoke and toxic 
debris from the bombings of the chemical warfare agent research, production, and storage 
facilities were not always visible, there is no reason to believe that, except for the 
decomposition of the agents themselves, they would behave any differently than any other 
airborne effluent debris. 


Limaye, S . Suomi, V., VelOan, C.. Tripoli, G. 'Satellite Observations of Smoke from Oil Fires In 
Kuvrait,' Science Vol 252, 15 June 1991 pp 1536-1539. 


24 



469 


CONCLUSIONS 

U S. soldiers were exposed to detectable levels of chemical warfare agent fallout from the 
aerial bombings of Iraqi chemical warfare agent research, production, and storage facilities 
by Coalition forces. This report identifies the location ofi and in some cases the date that, 
chemical warfare agent research, production, and storage facilities known to contain 
chemical warfare agents, chemical warfare agent precursors, and other hazardous chemical 
toxins were bombed. Archived meteorolo^cal data, including visible and infiared satellite 
imagery illustrates that the heat and smoke, and therefore the toxic debris, fi'om these 
facilities traveled directly towards U.S. military personnel. Finally, it establishes scientific 
confirmation of the presence of these exact compounds by technologies evaluated by the 
U.S. Department of Defense to be both “credible” and “reliable.” 

Unlike previous government disclosures claiming that the number of soldiers exposed to 
these compounds is minimal and limited to the immediate area around the destruction of 
the Kamisiyah fiicility after the war, this research demonstrates that chemical warfare 
agents were present in areas where hundreds of thousands of U.S. soldiers were massing 
for the upcoming invasion of Iraq and liberation of Kuwait. A review of other detections 
and detection technologies is needed. In cases where sensor technologies utilizing 
dififerent and complementary scientific principles simultaneously indicated the presence of 
chemical war&re agents, these detections should also be considered credible. 
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FUTURE EFFORTS 

Additional research is being conducted on plume and fallout activity occurring throughout 
the entire war. Further, imagery should be able to determine the extent of fallout resulting 
from the destruction of the Kamisiyah futility. Imagery datasets for the entire war have 
been acquired and will be analyzed to determine, as far as possible, just how extensive the 
these exposures may have been. Such a research approach will also assist in identifying 
areas of potential exposures. The Mout data developed in this report should, however, 
result in a policy determination assuming that all U.S. military personnel may have been 
exposed to these materials. 

Additional independent interdisciplinary research is also being conducted to determine the 
course and progress of this disease, which appears to have neurological, immunological, 
and microbiological aspects. This type of research is a necessary first step to develop 
inexpensive diagnostic tools and possible treatment protocols for Persian Gulf War 
Related Illnesses. 
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Mr. Shays. Thank you, Mr. Tuite. It is very provocative and in- 
teresting testimony. I will start with Mr. Towns. 

Mr. Towns. Thank you very much, Mr. Chairman. 

Let me begin by first thanking you for your testimony. Let me 
make certain that I understood you clearly. Are you saying that 
nearly all of the U.S. troops who served in Operation Desert Storm 
were exposed to chemical agents? 

Mr. Tuite. That is correct. Representative Towns. What hap- 
pened was that when we hit these facilities, we were bombing 
these facilities in many cases with F-117s, in other cases with 
Tomahawk cruise missiles, and the missiles would hit the facilities, 
many of which contained volatile compounds which would cause 
secondary fires and what I would call a thermal event. 

Now, the bombings for the most part occurred at night, when the 
air was relatively cool and, as we all know, hot air rises, as does 
pollution that is contained in hot air. The materials were lifted to 
higher altitudes and both the infrared imagery and the upper at- 
mospheric weather patterns confirm that during the period from 
the bombings to the point that these chemicals were scientifically 
confirmed by the Czechs, they were coming directly toward the 
troops. So we have a release of chemicals at point A, we have a 
footprint, if you will, going from point A to where the troops are, 
and then we have the detections at that point in distance in an 
area where hundreds of thousands of troops were assembling for 
the invasion of Iraq. 

Mr. Towns. You are talking about almost 700,000 troops, right? 

Mr. Tuite. In that particular area, it was only several hundred 
thousand. Some of the troops were in further distant areas in the 
rear, but in the King Khaiid Military City area, Hafir A1 Batin 
area, and in the northern part of the theater, we had all of the divi- 
sions assembling for the upcoming invasion, so the troops were con- 
tinually moving up into that area. 

Mr. Towns. Now, this is a big number. You are talking about it 
is possible that it is transmittable; if that is the case, we are talk- 
ing about a lot of people. 

Mr. Tuite. In terms of transmissibility, I think that what we 
may be looking at in the transmissibility area is opportunistic in- 
fections as a result of some of the exposures, not necessarily a bio- 
logical pathogen. And some of the evidence of that is that we had 
cross-species die-offs in the theater. It is also an evidence of the 
chemical exposure. We had animals, large mammals, we had in- 
sects, we had birds dying simultaneously, as reported by the sol- 
diers in the theater, and that is not consistent with a biological 
pathogen and that is consistent with a toxicological exposure. 
Sheep do not pass the disease to flies, do not pass the disease to 
insects, and so on. 

Mr. Towns. Right. Let me just ask you, because I know that you 
have had a lot of experience, you have worked here for a number 
of years. You mentioned independent investigation. How would 
that group be put together? 

Mr. Tuite. Truly we need am investigation, whether it be con- 
ducted by the GAO or a group that is assembled through a coopera- 
tive effort of both Congress and the administration. Some prior 
independent panels have been created with the speakers and the 
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ranking members creating such a panel and selecting members of 
the panel. But they need to have investigators, whether they be de- 
tailed from the FBI or some of the Federal law enforcement agen- 
cies with subpoena power, the ability to be able to walk in and de- 
mand records from the VA, the Department of Defense and the 
Central Intelligence Agency, and do that kind of an analysis. 

Now, this would not necessarily all be information for public con- 
sumption, obviously, but we need to have some kind of review be- 
cause it is obvious that our chemical and biological warfare defense 
doctrine during the war, which did not acknowledge the fact that 
cumulative effects of low level nerve agent exposure can cause not 
just chronic illnesses but if the war had been a 6-month or a 12- 
month war and these exposures would have continued, they could 
have caused very, very serious illnesses to the soldiers and affected 
military mission. 

So what we need to be able to do is look at the doctrine very 
independently to determine what the medical threat is to our sol- 
diers, what the medical threat is in a 4-day war, the medical threat 
from the bombings, the medical threat from both acute and low 
level exposure, to try and develop a defense, a defensive doctrine, 
that will protect our soldiers not only for the 3 or 4 days or the 
3 or 4 months that we need them for the military mission, but pro- 
vide the necessary safety precautions that they can protect our sol- 
diers from having long-term health problems even after they are 
discharced from military service. 

Mr. Towns. Thank you very much, Mr. Tuite. 

I ^eld back, Mr. Chairman. 

Mr. Shays. Thank you. 

Mr. Tuite, did you have clearance to get information that would 
not be available to the general public? 

Mr. Tuite. I had top secret SCI clearances during the investiga- 
tion. 

Mr. Shays. So if I asked you a particular question you are able 
to remember what you can tell me and what you cannot tell me? 

Mr. Tuite. Yes, sir. 

Mr. Shays. OK. That is kind of a dumb question, I guess. Do we 
have the ability to detect, because I have not gotten a briefing on 
this, the ability to detect biological agents with equipment? 

Mr. Tuite. We have a very primitive system called the BID sys- 
tem, Biological Integrated Detection System, which can identify a 
limited number of agents if they know what those agents are ahead 
of time. 

In a 1994 counter-proliferation initiative conference, then Deputy 
Secretary Deutch from the Department of Defense said at that con- 
ference we currently have no biological agent detection capability 
deployed with any of our forces anywhere in the world and that 
was a videotaped comment. That was an inaccurate comment. We 
do have a primitive system but it takes some number of hours or 
days to get any kind of a response from that system, so if there was 
a biological throat in the area by the time we received a warning 
the soldiers would all be infected. 

Mr. Shays. There is a constituent of the State of Connecticut, not 
the 4th Congressional District, whose son was a pilot in the Per- 
sian Gulf theater and he became very sick and he was diagnosed 
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to have a whole host of different problems, nothing related to 
chemicals. His parents have spent $20,000 to have him examined 
and treated in Texas and they say that from a layman’s term, it 
is rashes, he is being treated to try to get the chemicals out of his 
system. He will go into a steam room and people will literally leave 
the steam room because the smell in the steam room is so toxic, 
so unbearable for anyone else there. 

You know, you hear things like that and you do not know — in my 
environment, I do not know how to read that, but the fact is he 
is a sick person. And they see physical, not mental, effects of his 
illness. Not mental, they see physical. 

Now, one of the things that surprised me is that I would think 
that the United States that has developed some chemical weapons 
like other countries have and then destroyed some, that we would 
also have tested to determine the effects of these chemical weapons 
on various animals and so on. And I would think that we would 
have the ability to know if the effects — I guess what I am asking 
you to do is do you have any knowledge in the research that you 
do that would give me a feeling that the United States has a better 
handle on toxic exposure, chemical exposure and how you treat it? 

Mr. Tuite. There are two different standards in terms of military 
and civilian standards as to what they consider to be toxic expo- 
sures. Now, the civilian standards are much more stringent than 
the military standards. 

Mr. Shays. I am more interested in treatment. 

Mr. Tuite. In terms of treatment, most 

Mr. Shays. I am interested not in just terms of treatment, but 
in terms of kind of the symptoms. I mean, I listen to this, I think 
I am a normal human being, and people describe things that say, 
hey, you are really sick. And then we have someone who will come 
and testify that they have been felt to have these various symp- 
toms and they have put names next to those symptoms and yet 
somehow, and they seem very logical to be connected to some kind 
of chemical exposure. 

Mr. Tuite. Right. 

Mr. Shays. And yet is like when we have these government offi- 
cials come before us, like somehow, well, it has not been proven, 
it has not been shown, we need the DOD to tell us that there was 
exposure before we react to the symptoms and assume that they 
are caused by chemic^d exposure. 

Mr. Tuite. In terms of medical treatment, I am not aware of any 
of the veterans who have received medical treatment from any of 
the groups who have had long-term and permanent cures. Now, 
some of the veterans who were treated with antibiotics in the very 
early stages when they came back claim that their health is much 
better, others do not. 

When you have a neurotoxicological exposure like this, you have 
damage to your body’s ability to be able to mount an immune re- 
sponse to the things that you and I come into contact with every 
day and that makes it very difficult to treat because we can treat 
what is wrong with them today, but it makes it very difficult to 
deal with what the injury is that is underlying the illness that they 
have. 
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So when you have an illness provoked by an injury, in other 
words, and a good example of this would be AIDS, where you have 
people who have AIDS have a viral insult, but that viral insult is 
causing their immune system not to respond, so the people who die 
from AIDS die from all sorts of opportunistic infections and can- 
cers, not from HIV. 

And likewise, when you have any other kind of immune system 
induced illness, the deterioration of the individual seems to be 
more related to the inability of the immune system to deal with the 
things that you and I can deal with in a normal way causing their 
condition to deteriorate. 

Now, some of these things may be identifiable, but many of the 
researchers that are out there are doing treatment that has short- 
term results. Now, short-term results are certainly welcome, but if 
you discontinue the treatment over time, the illness tends to come 
back. 

Also, a lot of neurological healing would depend on the age of the 
person who is affected. Certainly a 25 year old should have the 
ability if his immune system is strengthened to be able to deal with 
this kind of an issue rather than a 45 year old, someone my age. 

Mr. Shays. In saying that the bombing of the bunkers in Iraq 
and the plumes did not reach the United States forces, where did 
the CIA get it wrong, and why? 

Mr. Tuite. May I put a chant up? 

Mr. Shays. Sure. If you cam kind of bring that microphone a little 
closer to you, we might be able to pick it up. 

Mr. Tuite. The CIA got it wrong by using a model for a retro- 
spective study rather than for a prospective study. Models au-e de- 
signed to determine what might happen if certaiin conditions exist, 
not what exists in the past. Models are designed to predict, not to 
say what happened historically. Models are created from analysis 
of historical data. 

What I did, and I have had a document on the Gulf war weather 
since the eairliest phases of the Senate Banking Committee inves- 
tigation, but when we found out exactly when the facility at 
Muth 2 mna was hit, I looked at that document and there was a tre- 
mendous gap in that document. They showed imagery of the weath- 
er on the early hours of the 18th and then they <fid not show it 
again until the late hours of the 19th, so there was almost a 48- 
hour gap in that document. 

So over a long period of time, I acquired the industry standard 
program for imagery analysis on this issue and acquired the actual 
data from NOAA so that the imagery could be analyzed. And when 
looking at two satellite passes of NOAA 11, one taken before the 
Czechs detected chemicsd agents on the 19th and one take after- 
WEirds, we find a tremendous thermal point event generating above 
the Muthanna facility. 

Mr. Shays. Can you point that out? 

Mr. Tuite. Yes, sir. The Muthanna facility is located right here. 
It is right beside the upper lake on the map there. 

Mr. Shays. What does that tell me, though? 

Mr. Tuite. That tells me that there is being a tremendous 
amount of heat being generated by something under that particular 
point. The heat was being generated by Tomahawk missiles and F- 
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117 s using high explosive weapons against very volatile and com- 
bustible materials. Those materials when hit with these high explo- 
sive weapons would be in some cases blown around and in other 
cases there would be fires, but the material would be thrust and 
the pollution from those materials would be thrust upward. 

Mr. Shays. Now, which way do the pictures tell us they went? 

Mr. Tuite. The pictures tell us they went from the area where 
the lake is, if you can see it there, which is the light image. This 
is a reverse image that you are looking at here on the side. 

Mr. Shays. All right. 

Mr. Tuite. From the light area of the lake directly down into a 
cloud bank, which was over the area where U.S. forces were lo- 
cated. Now, that is also the area where Czechs began detecting 
chemical agents. And underneath that plume we also have a num- 
ber of other suspected Iraqi chemical warfare agent facilities, in- 
cluding the three facilities at Falusia or Habinia which is one of 
the largest chemical production complexes in the world. It produced 
both chemical agent precursors and other industrial pesticides and 
compounds of that nature. 

Mr. Shays. Your testimony is, then, that this is just the tip of 
the iceberg in terms of Khamisiyah, that we eventually are going 
to probably hear from the DOD that some of the chemical plants 
they blew up, that potentially the fallout was over our troops, not 
away from our troops? 

Mr. Tuite. I do not know how they can evade accepting the fact 
that when these facilities were destroyed and the Czechs detected 
the chemicals at a distant point using a method that they consid- 
ered to be scientifically valid, and the plume going directly from 
point A to point B, how they can deny that there is a high degree 
of probability not only that it came from this facility, but also that 
at this point we have to admit that hundreds of thousands of U.S. 
forces were exposed. 

This is in only 1 day. I have only been able to analyze 1 day. I 
plan on analyzing the entire war using this method. 

Mr. Shays. Now, let me understand. Is this a long process, to be 
able to analyze each day? Do you have the same data available to 
the CIA or the Defense Department? 

Mr. Tuite. This data is from the National Oceanographic and At- 
mospheric Administration. 

Mr. Shays. And that is what they would use? 

Mr. Tuite. That is what they would use. 

Mr. Shays. OK. 

Mr. Tuite. I have also asked a local satellite contractor, a mete- 
orological satellite contractor, to take a look at this to make sure 
that I am not saying something that is out of school on this issue 
and they have confirmed that there is an intense thermal point 
source of thermal activity coming off the area over Muthanna and 
coming down toward the troops. 

Mr. Shays. That part I understand. How do they then determine 
from the picture that it was over our troops? 

Mr. Tuite. Well, you can geo-locate using some of the other iden- 
tifiable landmarks on the map and, in fact, if you look at the tip 
of Sinai Peninsula there, which is over — if you go back to the cen- 
ter — 
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Mr. Shays. You can touch the photo, you do not have to bring 
that with you. 

Mr. Tuite. Thank you. We know what the geo-coordinates of that 
are and what they are relative to KKMC and Hafir A1 Batin, and 
so we can make very, very clear and concise judgments about ex- 
actly where eversdhing is. We know where the Muthanna facility 
is and the other facilities are based on some of the declassified doc- 
uments that DOD has put out on the Internet. 

Mr. Shays. Do you have anybody from the CIA or the DOD that 
comes to you and says, you know, what do you know and how are 
you anedyzing it and have a dialog with you? Or are you totally ig- 
nored? 

Mr. Tuite. Not from the Central Intelligence Agency. I do have 
an ongoing correspondence with the Department of Defense and 
the Persian Gulf Investigative Team. 

Mr. Shays. And what is their response to what you tell us? 

Mr. Tuite. Their response is that they are continuing to inves- 
tigate it. 

I really do not know how to deal with their position because in 
addition to the — if you look on the far left 

Mr. Shays. I have to know which of those four you want me to 
look at. 

Mr. Tuite. I am sorry. In this particular case, we are looking at 
the upper atmospheric wind patterns coming directly down toward 
the troops. In every case, for the 48 hours prior to the detection, 
the wind patterns, the current patterns are coming down toward 
the troops. Now, the surface winds vary depending on where you 
are on earth because of the frictional effects between the upper at- 
mosphere and the earth, so if you are in between two buildings, 
you might see the wind going one way and if you are out in a wider 
street you will see it going another way. 

But if you go above that surface layer, you will see the patterns 
are identifiable. Again, the weather charts are available from 
NOAA. They log all of the weather patterns and the pressure gra- 
dients everywhere in the world, every day, and they have — in this 
case, two satellites passed over the area twice a day. 

Mr. Shays. So in looking at the modeling that was done by 
Science Applications International Corporation, whether we get 
into a debate of whose data they used and whether they have new 
data now, they simply could now look historically and know exactly 
what happened? 

Mr. Tuite. That is correct. A model is not necessary. We have 
retrospective data that we can analyze. 

Mr. Shays. You do not have to look at the model to see if the 
model was correct, you just look at what actually happened. 

Mr. Tuite. No. And in fact, if the model 

Mr. Shays. No? You said no or yes? I do not know how you — - 

Mr. Tuite. No, you do not have to look at the model. In fact, if 
the model said that it was going anywhere other than what the 
wind charts and the satellites say it was going, then the model is 
inaccurate. 

Mr. Shays. OK Now, what they say in figure 6, the CIA is say- 
ing that it went in the direction, it just did not go as far, and I 
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am referring to figure 6 in this chart here. Why do you not come 
here and then 

Mr. Tuite. That is actually the Muhammadiyat facility, which 
according to the CIA was not first attacked until after this particu- 
lar — the Somara facility or the Muthanna was attacked beginning 
on the 17th and in their analysis, they say it was going from here 
directly toward Baghdad. 

Mr. Shays. Right. Right. 

Mr. Tuite. The plume says that is not true. In fact, the initial 
plume, the intense thermal plume, is going this way. 

Mr. Shays. This blows my mind. I mean, unless I am just an 
idiot here and you are a fraud. I know one of those 

Mr. Tuite. Well, the other issue about their assumption is their 
assumption is that the material would not get more than 15 meters 
off the ground, and these are images taken from 

Mr. Shays. You know, this will be a dialog that is going to con- 
tinue, but we need to continue it quickly. If you would sit down, 
unless you have any other references. 

Tell me what you think is going to happen in the next 2 or 3 
years. We finally have since — ^this year, we finally have acknowl- 
edgment that in Khamisiyah we had potential exposure to our 
troops. We have our troops saying that we had a bum-off that went 
12 miles out. And the first announcement was made just before our 
third hearing and now before our fourth hearing we have a testi- 
mony that — excuse me, not testimony, we have disclosure since last 
night that 5,000 other people might have been exposed because of 
the pits. 

What do you think the DOD is going to be forced to acknowledge 
in the next 2 to 3 years? 

Mr. Tuite. I think ultimately they are going to have to admit the 
possibility of low level exposure to everyone in the theater. 

Now, again, the research is going to have to begin to look at the 
links between the low level exposures, some of the mechanisms 
that causes the kinds of illnesses that we are seeing and possible 
treatment protocols so that we can actually look at how to take 
care of these soldiers. 

More importantly, I would hope that Congress would start to 
take action because of the evidence to, if you will, at this point dis- 
regard DOD because after 3 years of listening to deception, misin- 
formation, carefully worded statements on widespread intentional 
use rather than widespread intentionad exposure, that we realize 
that there is something that they are hiding because of the careful 
way they are wording their statements. And what we really need 
to do, I believe, now is just get on with the business of helping the 
veterans and get on with the business of makir^ sure that this 
does not happen to our soldiers again. And I think that is going 
to be a very, very heavy responsibility for those that are involved 
in a process. 

Mr. Shays. That was a wonderful segue into our next panel, 
which will discuss low level exposure. As someone who was in pub- 
lic life in a State house involved in a lot of environmental law, we 
got into this whole issue of low level exposure of chemicals and how 
you use them under controlled situations. And it is almost like 
there is a gigantic disconnect between the Army and the Federal 
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Government, between EPA and DET in my own State and their 
way of looking at it and the way the Army and the CIA and others 
look at it, even the Department of Veterans Affairs. 

The problem with low level exposure is that people get sick slow- 
ly, but ultimately their symptoms become acute. 

Mr. Tuite. That is correct. 

Mr. Shays. And I well remember, I had a group of doctors who 
came to me and pointed out that when we gave cigarettes to our 
troops in World Wair II, 20 years later the throat cancer went up 
like this, they showed this line, and then 20 years later — ^you know, 
just almost vertical, and then they get out to World War II and 20 
years later there was a line and it just went vertical in terms of 
the number of cancer cases as a result of smoking. So we cannot 
waste any time here, can we? 

Mr. Tuite. May I add one additional thing? 

Mr. Shays. You sure may. 

Mr. Tuite. In regard to the facility at Khamisiyah, I have in my 
hand a special battle damage assessment study on Iraqi Military 
Support Production and Storage Capability which was prepared on 
3 Februa^ 1991. And I quote, “Also in Iraq, 37 ammunition stor- 
age buildings were destroyed at Tall A1 Lahm ammunition depot,” 
which is the other name for Khamisiyah, and I have the documents 
that also confirm that here, “the most extensive hit ammunition 
storage structures thus far. The attack on Tall Al Lahm resulted 
in the loss of approximately 10,000 tons of ammunition.” 

So this facility was heavily targeted by coalition forces and may 
have resulted in fallout in addition to those that occurred during 
the destruction event, far before the 37th Engineer Battalion ever 
arrived there. And I will give this to the staff for inclusion as well. 

Mr. Shays. I thank you for your information emd your testimony 
before the committee. We are just almost getting inundated with 
what I think are very importemt and significant reports and studies 
and so on. 

You have been a wonderful witness, and I thank you very much 
for being here. 

Mr. 'IXjite. Thank you, Mr. Chairman. 

Mr. Shays. Our fourth panel is William Baumzweiger, Stephanie 
Padilla and Dr. Claudia Miller. 

If you would remain stemding and raise your right hand. 

[Witnesses sworn.] 

Mr. Shays. Mr. Tuite, I am going to invite you to sit down, if you 
do not have to run away, and just sit over there and if you want 
to respond to an^hing you have heard, that might be helpful. But 
we have three primary witnesses. 

I am going to ask each of you to say your names as I should have 
said them and give us a little of your background and then we will 
just start this way here. 

Doctor. 

Dr. Baumzweiger. Good afternoon. I am Dr. William 
Baumzweiger. My background is neurology and psychiatry. I prac- 
ticed psychiatry for a number of years in Los Angeles and then did 
a neurology residence at the West L.A. VA, where I started seeing 
Gulf war patients. 

Mr. Shays. Thank you very much. 
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Dr. Miller. 

Dr. Miller. My name is Claudia Miller. I am a physician on 
staff at the University of Texas Health Science Center in San Anto- 
nio. I am an assistant professor there. My background was origi- 
nally in environmental health for about 12 years as an industrial 
hygienist and then I became a physician and am boarded in inter- 
nal medicine and in allergy and immunology. My research interest 
is low level chemical exposures. 

Dr. Padilla. I am Stephanie Padilla, and I work at the U.S. En- 
vironmental Protection Agency. My training is in biochemistry. I 
have a Ph.D. in biochemistry, specifically neurochemistry. And I 
study the effects of pesticides on experimental animals. 

Mr. Shays. You ^1 have been here all day long, and we did not 
quite expect the hearing to go this long, but were you here for most 
of the hearing, all three of you? 

[Witnesses nod in the affirmative.] 

Mr. Shays. I am going to invite you to give your testimony. I am 
also going to invite you to comment on what you have heard. 
Maybe some of questions that were asked that you think are the 
questions we need to focus in on. 

And if you think that we are just — not being experts in this 
issue, if you think that any of us up here, even though they cannot 
hear what you are going to say, but I am still here, that we are 
off base on something, I want you to correct and I want the record 
to be accurate. We are in an area that we frankly know little about 
except we can see and hear like anyone else. 

Doctor, why do we not start with you? 

STATEMENTS OF WILLIAM BAUMZWEIGER, NEUROLOGIST 
AND PSYCHIATRIST, LOS ANGELES, CA; CLAUDIA MILLER, 
ASSISTANT PROFESSOR, ENVIRONMENTAL AND OCCUPA- 
TIONAL MEDICINE, UNIVERSITY OF TEXAS HEALTH SCIENCE 
CENTER, SAN ANTONIO, TX; AND STEPHANIE PADILLA, 
NEUROTOXICOLOGY DIVISION, U.S. ENVIRONMENTAL PRO- 
TECTION AGENCY, RESEARCH TRIANGLE PARK, NORTH 
CAROLINA 

Dr. Baumzweiger. Thank you very much. The first thing I would 
like to do, just to clear up this issue of whether or not exposure 
to organophosphates can cause chronic problems, both neurological 
and immune, is to show you some literature. 

Mr. Shays. You have me scared here, doctor. 

Dr. Baumzweiger. Yes. This is only a small fragment of the lit- 
erature which I got just by going to the UCLA biomedical library. 
All of these books and articles speak to the existence of 
organophosphate-induced delayed neurotoxicity. This is a syndrome 
wmch has been known since the late 1800’s, was very clearly docu- 
mented by 1930, and which there have been a number of accidental 
exposures, tragedies in the 1930’s, 1970’s, 1980’s. I am sure that 
the other witnesses are familiar with these as well. 

The sigM and symptoms of acute neurotoxicity do not have to be 
so dramatic as seizures and death. They can be very mild and they 
can consist of headaches, nausea, vomiting, episodes of psychosis, 
personality change, many of things that Major Denise Nichols 
spoke to. And I really recommend that you consider her testimony 
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as to what she saw, the behavioral aberrations and what not, as 
evidence that there was acute low level exposure. 

Nonetheless, whether or not people did show any acute signs, 
there is clear evidence that at some point, whether it is weeks or 
months later, maybe even up to years later, people can begin to de- 
velop chronic central and peripheral neuropathic problems. In addi- 
tion, it seems that organophosphates as well as chemicals like 
dioxin are capable of allowing viruses into the l 3 miphocytes of our 
own cells, viruses which are ordinarily excluded. There is an article 
by Nanda in the Indian Journal of Experimental Biology about 
this, it came out last year, and we may be seeing not only a neuro- 
logical problem but an immune problem as well. If this is the case, 
tWs would explain some of our findings. 

I was asked to see in the middle of 1993, late 1993, I was asked 
to see these patients with Gulf war diseases because I was at West 
L.A. and this was supposedly one of the referral centers for Gulf 
war evaluation. I have to tell you that I do not really know if they 
understood what was going on, because on the one hand 

Mr. Shays. ‘They” being who? 

Dr. Baumzweiger. The VA. Within their own organization be- 
cause it was a very confusing situation. I was a house officer there 
in neurojogy and I was told we were supposed to evaluate and treat 
and take care of these patients. On tlhe other hand, when I saw 
what was to me clear signs and symptoms and history suggestive 
that they had been exposed to neurotoxin, I was told that they 
were not exposed to neurotoxin, that it simply did not happen and 
I should not consider that as a possibility and I should treat them 
for whatever one could conventionally treat them for. That is what 
I was told. 

I did not go along with this. 

Mr. Shays. You were told by the VA? 

Dr. Baumzweiger. Yes. I was told it was their policy, there was 
no such thing as exposure to neurotoxin in veterans. This was at 
the West L.A. VA. I was told this in no uncertain terms. And this 
is supposedly a treatment center. 

Now, I have to tell you that there is another side to this. They 
did let me pursue my own conviction that there was low level expo- 
sure and they did ^low me, rather than kicking me out, which 
they could very well have done, they did allow me to follow 10 pa- 
tients who I followed and who I did a thorough study on. You have 
the results of that study. 

So there was an ambivalence there. And 2 days before I left, I 
presented my results to West L.A. On the basis of what I did, they 
proposed twice to the central VA office or wherever an expanded 
study based on the idea that there had been certain physiological, 
neurological, neturopsychiatric, neurobehavioral changes that I had 
found and to pursue looking for more patients, more data that 
would support what I had found. 

So on one hand, they were not really happy with me, but on the 
other hand, they picked up the idea and they tried to run with the 
ball. 

Mr. Shays. I just would like you to describe very briefly your 
findings with those 10 patients. 
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Dr. Baumzweiger. Well, the first thing I noticed was that these 
patients looked similar to several patients I had seen who had been 
intoxicated with a chemical used in industry called trichlor- 
ethylene, which is a solvent used in the electronics industry. I had 
seen several patients who had been intoxicated with this and over 
the course of my treating them as a psychiatrist it became clear 
that it was this intoxication which had caused their problems. 

In one of these books, it does mention trichlorethylene as a 
neurotoxicant and it is well known that it is. They are much more 
careful with it now than they were back in the 1970’s and 1980’s. 

When these Gulf war gentlemen and ladies came in, my sense 
was because I was trained in psychiatry, that their psychiatric 
symptoms really were not psychiatric, but were more like an intoxi- 
cation. 

I then looked at their blood pressure, their heart rate and their 
temperature very carefully and I found that they had very unstable 
heart rates, if you stand them up and lie them down and really 
take a careful heart. Very unstable blood pressure if you again take 
it lying down, take it standing up. If you followed their body tem- 
perature, their body temperature was either too low or too high for 
about a week and then for the next week it would spike up and 
down. And these are clear signs that the lower parts of the brain, 
the brain stem, are dysregulated. 

And, as a matter of fact, I have here and I would like to show 
you some corollary information which was done at the West L.A. 
VA by myself and my colleagues, which demonstrated that there 
was instability in the autonomic nervous system. This page is from 
a document which demonstrated that they had abnormal responses 
to warming of the skin, that the blood vessels in the skin would 
open up too quickly. And this suggest that there was autonomic 
nervous system instability and I will be happy to share that with 
you. 

In addition, I did studies on the lymphocytes of these patients 
and my study showed that even though it was not horribly high 
they had higher lymphocytes in their blood. 

In addition, they all had increased lymphocytes in their spinal 
fluid, which suggested they had a chronic neurological problem. I 
took an even closer look at the lymphocytes in the blood and it 
demonstrated that they had too many of the aggressor, T-4, and 
too few of the suppressor, T-8, lymphocytes. I am sure you have 
heard of T-4 lymphocytes, people with AIDS do not have enough 
of these. 

Well, as lymphocytes mature, they should go from the aggressor 
to the suppressor type and if they do not, then you get a spreading 
immune problem. 

Mr. Shays. So the bottom line is what? 

Dr. Baumzweiger. The bottom line is they have a neuroimmune 
disorder that appeared to be seated in the brain stem, gradually 
spreading throughout their body, causing pseudo-psychiatric symp- 
toms that could easily be mistaken for mental problems and caus- 
ing a number of immune disturbances which could lead to musculo- 
skeletal, gastrointestinal and other difficulties, which could be mis- 
taken as isolated diseases. 

That is what happened, I believe. I believe the VA 
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Mr. Shays. These were your 10 patients. 

Dr. Baumzweiger. These are my 10 patients and those results 
are included in what I submitted to you before. And you can in ad- 
dition have these here. 

Now, in terms of them having psychiatric problems, I felt they 
were not psychiatric, and I went ahead and had some what are 
called quantitative EEGs done which are mathematical analyses of 
EEGs. 

Mr. Shays. Doctor, let me just ask you something. You make me 
a little nervous because you are not reading from a statement, you 
have lots of books and papers so I want to somehow contain your 
statement. 

Dr. Baumzweiger. Sure. At any rate, I do not need to go through 
all of these. I am just saying I had the evidence that this was not 
a mental problem. This was neurological, if you do certain kinds of 
tests. 

Mr. Shays. And at first the VA was sa 5 dng they were not ex- 
posed to chemicals and they still allowed you to do your research, 
so to their credit, they allowed that to happen. 

Dr. Baumzweiger. That is right. 

Mr. Shays. And what has been the result of your work? 

Dr. Baumzweiger. Well, I have continued to look at Gulf war pa- 
tients. I actually have continued to work with the VA. I am now 
doing a fellowship in ENG in Los Angeles. 

Mr. Shays. Are you moving in the same direction? Are the pa- 
tients you see now consistent with the 10 that you saw originally? 

Dr. Baumzweiger. Absolutely. I have seen another five or six 
Gulf war patients. They have exactly the same subtle neurological 
problems. 

Mr. Shays. Is it your judgment our troops were exposed to 
chemicals? 

Dr. Baumzweiger. Absolutely. This is OPIDN, organophosphate 
induced delayed neurotoxicity, which is a well known, very thor- 
oughly documented syndrome. 

Mr. Shays. What I sense, and we will call on you in just a sec- 
ond, Dr. Miller, I am getting a sense, are we in the outer edges of 
medical research? 

In other words, is there a lot of disagreement among — the fact 
you even have to bring these books here to try to convince me that 
somehow, well, there are some people who say it, makes me begin 
to think that I am into something I was not expecting. 

Dr. Baumzweiger. No, it is not that we are on the outer edge 
of medical research. It is that there is a big hole, a big gap in medi- 
cal research, which was caused by psychiatry and neurology split- 
ting off from one another in 1937 or thereabouts. 

Mr. Shays. I am coming back to you. OK. I am going to come 
back to you. 

[The prepared statement of Dr. Baumzweiger follows:] 
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To: 

House Committee on Human Resources and Government Oversight 
Representative Christopher Shays 

The Gulf War Disorders: A family of Acquired Central 
Nervous System / Neuroimmune Disease Arising 
Subsequent to Exposure to Organophosphate Neurotoxin, In 
Conjunction With Other Environmental Risk Factors Present 
During the Persian Gulf War 

by 

William E. Baumzweiger, M.D. 

September 19, 19% 

First, 1 would like to describe my background, and how 1 got involved in this 
issue. I am both a Psychiatrist and a Neurologist. Early on in my career, I 
became interested in what was called Psychosomatic Medicine, which was based 
on the notion that emotions could have profound effects on physiology. 
Gradually workers in Psychiatry created the Bio-Psycho-Sodal model, pointing 
out the core structures of the brain had control over many bodily functions, and 
could cause hypertension, ulcers, and other problems. The Neurologist Paul 
McLean began to provide hard neurological data on these phenomena, and on 
the origins of emotions such as fear. This led me to study these underlying areas, 
called the limbic circuits and brainstem. 

Psychiatry and Neurology had spilt firom one another in 1937, leaving a huge 
gap in our medical knowledge of the relation between mind and body, and 
leaving a huge gap in the training of physicians. However, as a psychiatrist 
interested in psychosomatic medicine, I learned that all major mental 
disturbances were fund to have motor system and sleep w^e cycle pathology. 
This put their physiology in the same area- the limbic system-brainstem. 

I felt that there was a great schism our knowledge of the mechanisms that linked 
mental life with the actual neurological substrates of cognition and emotional 
states. Consequently, here is a great need to educate ourselves in Behavioral 
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Neurology, in Neuropsychiatry. There is a great need to learn about the 
alterations in genetic mechanisms that can be created by organophosphates, 
particularly when they are potentiated by hydrocarbons as they were in the Gulf 
(see below). 

The splitting of Neurology from Psychiatry, which used to be a unitary 
discipline. Neuropsychiatry, had left a critical hole in our medical understanding. 
Unfortunately, Gulf War Syndrome falls into that hole. Recently, some 
psychiatrists and neurologists have been attempting to fill in that hole, and what 
1 have learned from them helps to understand the Neuropsychiatric nature and 
brain dysfunctions that are the basis for Gulf War Syndrome. 

Organophosphate neurotoxin is known to attack the limbic system, the brain 
stem, the spinal cord. Clinically, each of these areas are damaged in GWD. The 
limbic system is very likely disturbed because of the acetylcholine and glutamate 
being out of balance--The fact that there is a deficit usually seen in acetylcholine 
post neurotoxin poisoning, 
riv t , T- 

ACh will cause a relative increase in glutamate, which could lead to the 
increased irritability, and the seizures. The result of this, and the immune 
dysfunction that can accompany this can cause the following clinical 
manifestations: 

1. In Gulf War Patients the family has fallen on hard times, or fallen apart, my 

patients, and anecdotally at least there are problems in GWD patients' family 
lives. Paul McLean father of the study of the limbic system said: "The history of 
the evolution of the limbic system is the history of the mammalian spedes, which 
is the history of the evolution of the family". "Bus process is occurring in the 
brainstem, limbic system, and paralimbic cortical, areas that are dassicaUy 
affected by organophosphate neurotoxin. li 

2. The appearance of fearfulness in so many patients who were in one place at 
one time is a tip-off that the neuronal system, the limbic system, and particularly 
the amygdala is involved. This is somefiring that should be understood as 
neurological and subcortical, instead of just thinking that this is all "mental". 
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3. ainically, there is the appearance of multiple simultaneous memory, motor, 
emotional and other deficits, which are characteristic of dysfunction in specific 
limbic system and brainstem components. They limbic system is the only part of 
the CNS in which these functions are all to be found "in the same place". 
Therefore, using classical neurological principals, we can localize GWD to the 
limbic system and brainstem. 


4. In these limbic and areas there is residual ability, even in adulthood, for 
neurons to grow new connections, to remain ^lasfic, and to reconnect with one 
another in novel ways. This can lead to the appearance of phobias and other 
limbic phenomena, symptoms that usually take a long time to develop. This 
plasticity can also result in seizures. 


5. The brainstem which is closely related functionally to the limbic system, is 
also dysregulated, and is also a target for organophosphate neurotovin 
poisoning. fs rc ‘s 

C-* ^ Q '4 C ^ ■ 

The lack of localization in the limbic system may have been a conceptual^ 
problem for neurologists, and the subtle neurological symptoms are a problem 
for psychiatrists. Neurologists are used to localizing, whidi is hard to do in the 
Limbic System, and psychiatrists have been using psychopharmacological 
approaches, which do not give an understanding of die way that specific brain 
structures create specific emotion^ »-•;> y. s ^ 

When 1 was at the Wadsworth VA in the period 1992-1995 1 saw Gulf War 
Veterans who clearly had autonomic and neurological problems being classified 
as psychiatric cases. I did, with the aid of the Research Department at 
Wadsworth, sophisticated tests on these patients I found abnormalities in heart 
rate, blood pressure, body temperature, lymphocyte ( a specific type of white 
blood cell) count arterial tone, , autonomic nervous system response, and 
Quantitative EEG. These data are to be found in APPENDIX A. 


Since thea I have spent the last three years doing clinical work with these 
patients, and patients with similar problems. The neurological problem is chronic 
organophosphate poisoning is too little acetylcholine. The problems caused by 
too little acetylcholine can create many of the signs and symptoms of Gulf War 
Disorder, without having to invoke any psychiatric diagnosis. These correlations 
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are to be found in Appendix B. This alone will create a number of 
neuropsychiatric signs and symptoms. I have researched them, and they match 
many of the problems found in Gulf War Syndrome. 


Why The Gulf War Disorders Have Eluded So Many Medical Workers 


1: Not only are its signs and symptoms subtle, but they are not elicited by 
normal examination. Gulf War Disorder Ms in the gray zone between 
Psychiatry and Neurology. 

2. It is a very unusual disease in its mechanisms. Without being an irrherited 
disease, it exists on and effects the level of cellular-genetic control. It does not 
have macroscopic manifestations. It does not affect a single organ exclusively 
except the limbic system and the brainstem, but otherwise it can affect almost 
every organ system in the body. It is a new type of acquired genetic disorder. 

3 Because of subjectivity in observations, the scientists and physicians who have 
been studying it have not seen what is there in there, or have not believed what 
they saw, or have not put the multiple elements into a coherent picture. 

4. The risks of organophosphate neurotoxin were greatly potentiated by the 
massive amounts of crude oil products in the Gulf during the war, making 
scientific estimates of the risk inaccurate. There is experimental evidence that 
organophosphates can be potentiated by hexane, which is a hydrocarbon 
fragment found in great abundance in crude oil.^ Obviously, there was in the 
area plentiful crude oil from <hI fires and wartime activities. The crude oil in the 
environment could have tripped and potentiated the Sarin and other 
organophosplutes, making them much more dangerous at low doses. 

Overcoming the lack of knowledge, overconung the observer blindness caused 
by subjectivity plus dmng the synthetic work required to develop an entirely 
new understanding of a complex scientific aiea^is hard. If one knows enough 
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neurobehavioral neurology and neuropsychiatry, one can see this is a limbic 
disorder, without fancy tests. My experience as both a psychiatrist and a 
neurologist gave me the tools and expertise that to see Gulf War patients in a 
unique way. Based on three years of intensive work with them, and with other 
patients demonstrating related neurological problems I have come to the 
conclusion that there is a core set of very real signs and symptoms seen in the set 
of Gulf War disorders patients. My view is admittedly the minority opirtion. 
Many physicians in positions of authority in both the VA and DOD emphatically 
insist that there is no common theme to Gulf War Illnesses. However, I find on 
\ careful examination that there are consistent abnormalities, both neurological 
and neuropsychiatric. - 

On laboratory examination of blood, spinal fluid and SPECT scans there are 
persistent though subtle abnormalities^. 

I find strong evidence that there is at least a family of related Gulf War 
Disorders. Several problems are very consistently seen in Gulf War Disorders. 
These are specific hallucinations, blurry vision without refractive or 
accommodative error, subtle body temperature dyscontrol, positional 
tachycardia, positional orthostasis, and noise /sunlight sensitivity and new 
onset seizures appearing in young people who have no reason to be getting 
them. 

These problems all point to cerebral dysregulation, particularly in the subcortical 
areas of the central Nervous system and immune suppression, allowing the 
grovrth of the many l)mphomas and other cancers that these patients are 
developing. 

In 1994 I did a case study of ten patients with Gulf War Disorder, all of whom 
had body temperatiire abnormality, unstable heart rate and blood pressure, and 
very consistent findings of very marked intolerance to light and noise. They all 
demonstrated peculiar visual difficulties and a sf)ecific tj^e of motor slowing. 
Further they disturbed sleep wake cyde, irritability, loss of direction sense and 
loss of interest in things that they used to enjoy doing. They demonstrated 
statistically abnormal lymphocyte profiles, increased immune related cells called 
monocytes, increased lymphocytes in the CSF. I conduded that they had suffered 
from an environmental intoxication. I conduded that they had a central nervous 
system irtflammatory process. 
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In 1995 I did an independent study of 204 disability applicants assessed for 
evidence of subcortical irritation, which was found in 24 %, of whom had a 
history of immune suppressing infections such a mononucleosis, or head trauma, 
or exposure to radiation/drugs that are immimo suppressive. I have examined 
about 40 Gulf War Disorder cases, and have thoroughly worked up fifteen such 
patients, finding basic neurological, neurobehavioral, immune and viral 
disturbances in all. That the GWD patients showed similar yet more advanced 
signs and symptoms of immune dysregulation as the disability patients is of 
greatest importance. It explains why, when hundreds of thousands of soldiers 
were exposed to oiganophosphates, only a certain percentage fell ill with GWD. 
We are dealing with a percentage-a percentage which is fairly constant in any 
population of people-10-15%. This is what happened to approximately ten - r 
percent of the rrersanal in the Gulf. 

(VtC (I 

I have evaluated the so called psychiatric s)rmptoms in Gulf War patients, and 
find them to be inconsistent with normal psychiatric disease. They are most 
likely a product of subcortical brain dysr^ulation. Gulf War Disorder, much like 
lupus, multiple sclerosis, and syphilis, seems to have organic impact leading to 
organic personality changes that can be mistaken for psychiatric disorder. 

The simultaneous appearance of all the following: movement disorder, memory 
difficulty emotiotuil problems, and the iruibility to integrate inside and outside is 
typical in the Gulf War Disorders. The presence of these problems all together is 
potent evidence for localization of the damage in the limbic system. ^ 

Further evidence of the localization of the pathophysiology of Gulf War Disorder 
is available. 1 have seen in my own work with Gulf War patients an interesting 
phenomenon that increases the likelihood that the problem is in the limbic 
system. I have seen repeatedly many all of the above mentioned deficits, but in 
my own neuropsychiatric examinations of these patients, 1 have noted the 
preservation of working memory, that is the preservation ability to follow a 
single line of thought with several different elements to a satisfartory conclusion. 
They can do the Trail Test fairly well. Working memory is, in fact not part of 
the limbic system. ^ This preserved function, along with all of the other 
defects further reinforces the central nervous system problem to the limbic 
system and the brainstem. 
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Further, my work with other patients, especially Vietnam Veterans, who have 
experienced neurotoxic chemical insults to the nervous system has convinced me 
that patients who have become ill due to inhaled potent neurotoxic and 
immunotoxic fumes have in one critical way a particular and unique sensory 
symptom that is almost pathognomonic. This is true even though other details of 
their individual disorders can vary widely. 

The accumulated neurological, neurobehavioral, neuropsychological and 
psychiatric data add up to a clear picture of brainstem and limbic system 
disruption, with immune and cardiovascular complications. Dr. Arthur Vento 
has done SPECT scans on 80 Gulf War veterans, and has found abnormalities in 
the orbitofrontal, right hemisphere, and paralimbic Umbic cortices which are 
consistent with a brainstem-limbic system encephalitis. ^ While there is no one 
completely homogenous Gulf disease, there is a related family of Gulf War 
Disorders (GWDsl. 

These abnormalities are characteristic of damage in specific areas of the brain, 
areas that can account for the many symptoms of this disorder. Even though the 
pathology does not appear on most of the tests we commonly perform, there is a 
consistent pattern on some more advanced tests that highly suggestive of 
neurotoxin exposure, with subsequent dysregulation of neuroimmune function. 

My conclusion is that Gulf War Disorders are neurological / neurobehavioral 
illnesses that involve the limbic system, the brain stem and the immune system. 
Unfortunately, they can mimic many aspects of psychiatric disease, but there are 
extremely consistent disturbances seen on close neurological and psychiatric 
examination that make these disorders definable as resulting from neurotoxic 
injury. They have been precipitated by environmental toxins, most likely 
Organophosphates. 

Organophosphate Neurotoxin 

The precipitating factor found in all ill Gulf war armed forces who got sick, and 
was absent in those who didn't, was the exposure to neurotoxirv which allowed 
immuno suppressive viruses to invade and cripple crucial immune cell lines in 
the brain. The absence of cases of Gulf War Disorders in the French Forces are 
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probably due to the superior technique that they had in protecting them selves 
from neurotoxin. 

All neurotoxic organophosphate poisons that cause the clinical picture of GWD, 
the OPIDN picture, attack receptors called Neurotarget Esterase Receptors that 
are present on both the neurons and on lymphocytes associated with those 
neurons.^ The attack on these receptors somehow results in permanent genetic 
alterations in the proliferation and differentiation of key lymphocytes in the 
subcortical areas, and well as on central and peripheral nerve damage that is 
often progressive and permanents. The exact mechanism is still unknown. 
However 1 demonstrated that there is an abnormally percentage of lymphocytes 
in the spinal fluid, and that there are many immature lymphocytes in their 
spinal fluid, suggesting this problem is occurring in Gulf War patients. 

The result of chronic mflammation of these areas would be changes in neuronal 
function and irritability that could manifest with numerous neurological and 
neurobehavioral functions. Gulf War Disorders are apparently acquired genetic 
disorders that effect the brain's ability to generate well differentiated, mature 
lymphocytes and maintain a normal lymphocyte-neuron interaction. This in turn 
would result in a deterioration of neuron function, and in a over-production 
within the brain of immature, poorly differentiated lymphocytes. These 
lymphocytes may be indiscriminately attacking the neurons that they are 
supposed to support. 

Clrganophosphate neurotoxins are known to acutely inaease acetylcholine, an 
excitatory neurotransmitter, and then lead to a bum out of the acetylcholine 
generating systems, leading to a deficiency in acetylcholine. A deficiency in 
acetylcholine in the deep brain areas (limbic circuit and hypothalamic 
/brainstem areas) would create the signs and symptoms that I have found in the 
Gulf war disorders. 

For example. Gulf V/ai Disorder is characterized by an inability to fuse visual 
images, particularly of moving objects, and are also characterized by an inability 
to localize sounds in space. High level neurological mechanisms such as this are 
known to be due to defects in predominantly cholinergic circuits that can finely 
resolve tiny differences in sound timing^, recruit neurons to maintain the signal. 
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and store the information. ® Deficits of acetylcholine in these deeper areas of 
the brain create the symptoms of Gulf War Disorder. The neurological, 
neurobehavioral and neuropsychiatric phenomenology of GWS supports the idea 
that the cholinergic areas, where adaptation and neuronal plasticity is 
maintained in the brain and spinal cord, have sustained long term damage from 
damage to the Neurotarget Esterase receptors on neurons and lymphocytes.. 

It may be the a number of viruses are involved is some of these cases, viruses that 
are commonly found in all of us; viruses that we can pick up fro the 
environment viruses that we may have contracted from vaccinations or in other 
ways. These viruses may have been let into the lymphocyte cell lines by their 
being forced into premature proliferation /division by organophosphates. The 
phenomenon of increased Ijnmphocytes in the spinal fluid has been noted in 
other settings. These are cells intimately involved with cell mediated 
inflammatory processes. It is highly sigiuficant for chronic brain disease^ and 
spinal fluid showing increased lymphocyte percentage is characteristic of limbic 
encephalitis. fhe question is what is causing the subcortical encephalitis is 
Organophosphate exposed individuals? 

Despite the immune suppression in these patients, I demonstrated, as mentioned, 
an increase in lymphocjdes in the spinal fluid. This strongly suggested there was 
a localized CNS inflammation with brainstem and limbic encephalitis, and the 
production of lymphocytic white cells. This explained the ongoing 
neuroimmune disturbance of the cholinergic subcortical mechanisms and 
immune cells that had been insulted initially by the neurotoxin, and continue to 
be disturbed by viral dysregulation. 

The relation of this disorder to virus was pointed out by myself to the 
Wadsworth staff, with a high number of *e Gulf War Veterans having not only 
positive EBV, but also high amounts of viral IgA and IgM, suggestive of 
subclirtical viral infection associated with their high CSF and evidence of 
brainstem-limbic system irritation. How neurotoxic and viral disorders could 
combine to cause a subcortical inflammatory process was addressed by myself, 
in 1995. 

Organophosphates are Neurotoxins and Immunotoxins 
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It is well known that the organophosphates are potent immunotoxins as well cis 
neurotowns. When cells are forced to proliferate abnormally, viruses that are 
ordinarily excluded from them can get into them. Viruses attack the faster 
growing cells. During the genetic processes involved in DNA reproduction in 
cells, the virus enters. It is then present in every subsequent cell. This is why 
they attack epithelial cells and other fast growing cells, and hardly ever attack, 
for instance bone, and other slow growing cells. This is demonstrated by the 
ability of Phorbol ester to allow EBV and herpes-6 into human lymphocytes.^^ 
This is the basis for Gulf War Syndrome and possibly also Agent Orange 
syndrome as well. 

The following spectrum of disorders is in all likelihood precipitated by exposure 
to organophosphate neurotoxin, which is known to produce OPIDN, 
Organophosphorus Induced Delayed Neurotoxicity, a disorder characterized by 
both central and peripheral neuropathy.^^, 14 

Every modem textbook of Neurotoxicology, Peripheral Neurology and 
Environmental Medicine tells the reader about the multiple delay^ illness that 
appear subsequent to Organophosphate exposure (OPIDN). In a recent three 
volume work "The Vulnerable Brain and Environmental Risks both the many 
symptoms and the history of the disorder is clearly described; 

"The (long term) dangers associated with human exposure to organophosphonis 
compounds are best Ulusbated by the series of poisonings that occurred at intervals during 
the period from the 1930's throu^ the 1970's. In most of these cases the victims displayed 
delayed otmet of muscle pain, muscle weakness, paresthesias— ataxia and spasticity— (and) 
higher order dysfuncliotu uunifested as difficulties in concentration, nervousness, 
depression and the various fontu of psychiatric disturbances." 

The role of Organophosphate neurotoxin in causing peripheral nervous 
system disease is documented in thousands of books and articles. Suffice it to say 
that every veteran I have seen with Gulf War Syndrome has slowly progressing 
peripheral neuropathy of a mixed sensorimotor type, with all of them having 
some at least decreas^ vibration sense. Some seemingly healthy Gulf War 
Veterans I have examined also demonstrate a mild decrease in vibration sense. 
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How Oiganophosphate Neurotoxiii Could Create the Apparently Psychiatric 
problems in Gulf War Disorders 

Many patients who have GWD are diagnosed as having Psychiatric problems. In 
fact, there is a high likelihood that injuries to the limbic system are mimicking 
psychiatric disturbances. Careful review of the cholinergic parts of the limbic 
system, the brainstem reveals that all of the supposedly psychiatric symptoms 
are seen in dysfunction of the acetylcholine mechanisms of these areas. 

Generally, acetyl choline is involved in emotional modulation and motivational 
mechanisms, especially in the limbic and brainstem areas. In particular, the 
cingulate gyrus is responsible for the ability to focus directed attention the ability 
to attend to multiple elements within the environment at once, and also 
autonomic nervous system integration with physical and emotional state. 

The cingulate is in addition partly responsible for initiation of motor action. The 
lowed motor action of the Gulf War Disorder patient makes one suspect this area 
as being a source of these problems, even though they can be caused by defects 
in other neurological structures. The fact that all these functions reside in the 
cingulate part of the limbic system, a d they are all present in Gulf War Disorder 
is highly suggestive, and actually leaves no other unitary explanation for their 
presence all at once in the same disorder. 

I 1' er 

Parietal Lobe; Defect in parietal lobe function noted by Vento can explain the 
difficulties with direction sense in GWD. The parietal paralimbic areas are, 
according to Robert Post , very critical for mapping three dimensionally ^5 

TL<.'?v=' .-6 P' toc<j t-f T >). .i , V I 

The Immune deficiency Gulf War Disorders ^ 

It has recently been demonstrated that organophosphate affects not only central 
nervous system neurons and peripheral neurons, but also long term lymphocyte 
characteristics. The neurotoxins Sarin and Soman as well as the original 
organophosphate TCXZP would do this because they all have long term effects the 
same Neurotarget Esterase receptors, which are to be found on brain neurons, 
peripheral neurons and lymphocytes. These effects are chronic, and this 
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suggest that entire lines of lymphocytes are altered when exposed to these 
types of neurotoxins.^This is most likely why immune disease arises in 
patients who are exposed to these types of neurotoxins. 

One of the main aspects of this illness is the susceptibility seen in Gulf War 
Forces to immune suppression the immune suppressive related illnesses, 
especially cancers and lupus erythematosus. Recent work shows that in a 
number of immuno suppressive related disorders such as rheumatoid arthritis, 
diabetes and lupus erythematosus, there is a defect in lL-2 production. There 
may be a defect in dr^ating IL-2 as demonstrated by the immune suppression 
and decreased monocytes in the CSF, along with an increase in tissue production 
of IL-2, cis evidenced by increased monocytes in blood. 

We know that in the presence of acute herpesvirus infection and trauma 
there is an increase Nitric Oxide Ion, resulting in release of intracellular calcium 
from the smooth Endoplasmic Reticulum, causing increased interferon ganuna 
and Tumor necrosis factor, and probably the increased capability of the viruses o 
insert themselves into the genome of the neuron and its associated lymphocytes. 
(It appears that specific lymphocyte lines may be associated with specific 
neurons in the CNS.) We know that increased nitric oxide ion causes 
proliferation in imm une cells, such that they are not able to fight off viral 
control over their activities. This may be the basis for the CNS 
lymphocytosis seen in these disorders. The immaturity of these cells would 
lead to immune incompetence, as welt as autoimmune phenomeiu. 

The result of these very different processes is the same, to up-regulate the 
viral control of the lymphocytes, neurorrs, and neuronal glia in the nervous 
system. The limbic system in particular has a plasticity and em ability to remold 
itself throughout life, which would depend on a different genetic control set than 
the rest of the central nervous system. The patients develop a syndrome what I 
have described in earlier papers as a form of limbic encephalitis, a neuroimmune 
syndrome that is typically very rarely seen, and seen associated usually with a 
few neuromodulatory cancers. 
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The Role of the Limbic System in Gulf War Disorder and Other Neuro- 
behavioral/Neuropsychiatric Problems 

Forced proliferation of white cells apparently has allowed viruses into the 
limbic, brainstem areas, areas which are still capable of considerable neuronal 
modification and growth. The resulting inflammation can result in the 
dissociation of the usually tight nit limbic system into dysfunctional parts. 

The dissociation of the limbic system seen in the histrionic / obsessive 
pattern seen in Gulf War Syndrome shows that the limbic system itself is 
inflamed and dysfunction^. Veterans with Agent Orange, have the nasal 
phenomena, have the limbic phenomena, which shows that they too are suffering 
from a limbic encephalitis, from another mechanism. 

These disorders relate to the cholinergic areas that would be affected by 
inhaled neurotoxic gas, and the immune and cardiovascular defects follow from 
the multiple predisposing insults combined by the neurotoxic exposure. The 
subcortical areas of the brainstem and limbic system are directly responsible for 
providing affect and motivation are the cholinergic-rich amygdalae complex, and 
the hypothalamic septal upper midbrain nudei. We see affect and motivation 
profoundly impaired in these patients. 

Further, the sympathetic nervous system is particularly critical for providing 
exdtatory systems. We know that dysautonomia is one of the consequences of 
exposure to organophosphates, and there is dysautonomia in GWD, with 
temperature dyscontrol, positional, heart rate and blood pressure We see 
serious and potentially dangerous instability in exdtability levels in these 
patients. 

Psychoanalysis is now teaching that the mother first stimulating and then 
soothing the child somehow develops the ability to regulate affed. The non 
dominant right frontal cortical area is critical in balanring off positive and 
negative feelings in an adaptive way. 

It appears that in the normal neurobiological state this affect regulation 
takes place in the areas that anatomically conned the limbic system to the 
brainstem and to the cortical areas. The regulatory mechanisms in the limbic 
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system allow the self to function autonomously enough to self regulate , to 
balance raw physiological excitement coming from below and inhibitory 
influences coming from socialization (just thinking too much) coming from 
above. 

Behavior control appears to be gravely impaired in Gulf War Disorders due to 
the loss these inhibitory boundaries. This loss is in the acetylcholine rich areas 
that appear to be chronically dysregulated by neurotoxin exposure and 
subsequent viral invasion of local lymphocyte systems in the brainstem-limbic 
system. 

Organophosphate Damaged Areas of the Brain and How They Produce the 
Signs and Symptoms of Gulf War Disorder 

Central Nervous System 

Subsequent Observations of GWDs have repeatedly demonstrated 
dysautonomia, vascular irritability, neuroimmune dysregulation. Loss of normal 
psychological responses to helping figures, the appearance of abnormal 
personality configurations, impulse control problems and the reversal of normal 
reactions to helping figures suggested a widespread but consistent pattern of 
Neuro-immune disruption. 


1. Deaeased effectiveness of the frontal lobes, creating problems with 
judgment, with motivation, with matching past experience with present 
situation. 

2. Defect in recognition mechanisms for telling self from non self, with a sense 
of dysphoria and dysthymia, dislike of the self and persistent neurologically 
induced depression, suggesting a neuroimmime dysfunction. 

3. Defect in correlation between the multiple areas of representations of objects 
and qualities in the brain due to temporoparietal dysfunction. 

4. Upregulated startle behavior and brainstem arousal mechanisms such as 
irritation, with disruption of the normal brainstem operation, whose priority is to 
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select a pattern that can explain the environmental situation with a minimum of 
required territorial or complex response. 

5. Bizarre behavioral abnormalities developed in GWD veterans. These appear 
to be explainable only on the basis that they are Brainstem-limbic dysfunctional 
behaviors (sham rage, etc,, violent behavior) dissociated from cognition and 
affect. 

6. Persistent olfactory hallucinations suggested that the precipitating insult has 
been inhaled. 

Olfactory hallucinations are a very strong indication that these patients have 
inhaled neurotoxic gas that has de stabilized their nasal mucosa, olfactory system 
and limbic system. 20. Inhaled organophosphates first would attack the limbic 
system, which is known to be at the end of the track for inlialed neurotoxins / 
insults that come in through the nasal epithelium^^ . The abnormalities of smell, 
the diminished olfaction combined with the nasal irritability in gulf war patients 
demonstrates that the nasal epithelium has been disturbed by the passage 
through it of toxins, the frequent appearance of olfactory hallucinations 
demonstrates the tract into the limbic system through the uncus has been 
disturbed. The existence of Olfactory Hallucinations in these patients is very 
si gnificant. TrueGulf War Disorder patients seem to aU have them . These 
halluctnatioiis are probably due to inhaled neurotoxin. 


The Neurobehaviocal Symptoms; The destabilization of the limbic system has 
led to pseudo psychiatric symptoms which make no psychiatric diagnostic 
sense, but whi A make complete sense when understood from the view of 
subcortical-limbic dysfunction. Thousands of our armed forces personnel have 
been given erroneous diagnosis of PTSD , somatization disorder, and 
schizophrenia. Destabilization of the limbic system sensory-motor gating systems 
can lead to schizophrenia-like symptoms. 22 

Qearly organic symptoms of simultaneous irritability, new onset obsessions, and 
alterations an attachment / affiliation. There is clear signs of this, symptoms 
probably due to environmental exposures, creating a neuroiitunune disorder 
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that has multiple manifestations, which we can understand as the Gulf War 
Disorders . 

It has long been recogruzed that the brainstem and limbic system can become 
irritated fromvirus2 3 . from cancer generated insult2 4 ■ or from 
orjyanophosphate neurotoxin. We know that herpesvirus inserts itself directly 
into the neuron's DNA and stays in the genome itself, and can alter its behavior. 
We know that with OPIDN, the presence of organophosphate like agents such as 
Phorbol ester causes the two Herpesvirus to up-regulate and transfect 
lymphocytes. Human Herpesvirus can penetrate the cell under a number of 
circumstances, including the presence of, the presence of oil This result has 
been confirmed.^^ 

What caused some of our cirmed forces to become sick, while the French forces 
did not? All the forces had predisposing factors. The precipitating factor foimd 
in all ill Gulf war armed forces who got sick, and was absent in those who didn't 
get sick was the exposure to neurotoxin . which allowed immuno suppressive 
viruses to invade and cripple crucial immune cell lines in the brain. 


New Onset Seizures New onset seizures complex partial Grand Mai Epilepsy is 
appearing at a remarkable rate in GWDs. The organophosphates Deltamethrin, 
Keldrin, Endosulfran, Soman andTabun are all potent neurotoxins, and can 
cause seizures as well.^^ The organophosphates that are Neurotarget esterase 
related can cause OPIDN, and can affect the limbic circuit. The limbic circuit is 
the source of all of the seizures that I have seen in Gulf War Veterans. It is rather 
uncommon, without head trauma, tumor, or drug abuse for seiziues to begin in 
the 30-50 age range. It is most likely that something has caused extensive 
modification in the limbic circuitry of Gulf War forces with recent onset epilepsy. 
The damage to the acetylcholine receptors and consequent depletion of acetyl 
choline (normally thought of as a excitatory neurotransmitter) may lead to 
seizures. The mechanism may be the up-regulation of receptors, growing 
hypersensitivity from a lack of acetyl choline, or epileptic phenomena could be 
associated with a lack of acetyl choline, 28; or acetylcholine may be the 
neurotransmitter in intemeurons that is needed to balance against the excitatory 
transmitter, glutamate. 2^ 
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Sleep Apnea: Many Gulf War veterans are suffering from sleep apnea 
syndrome. One of the parts of the CNS affected by OPIDN is the medulla, where 
the respiratory centers are related to the cholinergic system, and are to be found 
in the medulla, where they could be injured by this process. The area of the 
medulla involved in sleep is controlled by acetylcholine and Nitric Oxide ton. 
NAD Diaphorase eliminates Nitric Oxide Ion. This enzyme in increased, causing 
depleted NOl in these areas when there is damage to the acetylcholine system.^ 

The Urgency of this problem 

A front page New York Times article from Sunday Sept 1 ^Imakes it clear 
that this is an urgent matter. According to responsible ofBdals, the chances are 
increasing that there will be an accidental release of some of our 1.2 million 
pounds of neurotoxic gas in the near future due to vessel . We had better learn 
how to take care of those who are exposed accidentally to organophosphate 
neurotoxin-not just for the sake of caring for our citizens 

Gulf War Syndrome is the result of neuroimmune dysfunction within the limbic 
system and brainstem, associated with a depletion of acetylcholine and probably 
dopamine, as well as in immune disturbance in the brainstem that spreads to 
multiple organ system. This neuroimmune disturbance and the neurotransmitter 
deficits can in almost all cases explain all the signs and symptoms of GWD, 
without resorting to psychiatric explanations. 

1 reject diagnoses such as Chronic Fatigue Syndrome as an explanation for this 
disorder. These patients demonstrate brainstem dysfunction, memory and motor 
problems that is not seen in Chroruc Fatigue Syndrome . Further, there is are a 
number of serious scientific problems with this diagnosis in any circumstance.^^ 

I also do not believe that the majority of symptomatic Gulf War participants 
experienced any stress which would be sufficient to precipitate, PTSD, and GWD 
has too many neurological and immune correlates to make a diagnosis of PTSD 
applicable. So called "Complex PTSD" is not a valid diagnosis by DSM-4 criteria, 
and would appear to be a confusing designation for subcortical neural 
dysfunction. A few Gulf War participants may have true PTSD. I have seen only 
one, out of the perhaps 100 Gulf War veteran I have ever observed. 
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Sununaiy 

Doctors Butafusco and Prcndergast in Georgia, doing a POD sponsored 
experiment using the organophosphate DF. have shown that exposure to a 
concentrations as small as 250 parts per million for 2 hours for 10 
days can cause long term neuronal dysfunction. This represents a 
concentration that was well below the sensitivity of many of the detectors we 
had in the Gulf. This organophosphate, like Sarin and Soman attacks the 
Neurotarget Esterase Receptor. Mr. lim Tuite is able to show that the troops were 
exposed to prolonged low level exposure, which is cumulative. We must accept 
that the problem is exposure to organophosphate neurotoxin. 

Limbic encephalitis would cause dysfunction of the entire limbic system, 
including a loss of coordination in its activities, and defects of the individual 
activities itself, as well as brainstem dysregulation. Its effects would alter the 
behavior and cause irritation in the parts of the brainstem that are involved in 
adaptation of the limbic functions, such as the MLF and median forebrain 
bundle. These areas would be the most easy targets for viral re-modeling and 
pathological resetting of genetic activity. This is quite likely why, tmder different 
circumstances, the same s5mdrome of brainstem dysregulation is induced. 

In all of these conditions, there is headache made worse by mental effort, there is 
light and heat intolerance, there is fatigue, there is musculoskeletal disease and 
autoimmune problems, there is difficulty with attention, concentration and 
neurological-emotional stability. The factors that lead to neuroimmune 
inflammatory problems and their exacerbation give a clue to the nature of the 
brainstem GWS, Agent Orange exposure, radiation exjjosure, polio, head trauma 
are all quite different, but all create the same clinical syndrome. 

While the problem in apparently not primarily a bacterial or viral one, microbes 
may be a complicating factor. Certain bacterial infections can cause similar 
immune suppressive effects to virus, especially Nocardia 
Asteroides,^^ampylobacter Jejuni and C. Elegens.^ E. Histolytica^ , 
Mycoplasma, and amoebas. The entire problem of immuno suppressive virus, 
which are seen with excessive frequency in GWS , needs to be addressed as a 
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complicating factor to this disease.^O We may be able to temporarily suppress 
the pathological lymphocytes with antibiotics. 

Calcium channel blockers clearly help with the irritability, help with the 
headaches, help with the dysphoria presumably by blocking excessive influx of 
Calcium in response to abnormal signals. The dysphoria is helped with Florinef, 
a salt retaining steroid. Yohimbine may help with the depletion of acetyl 
choline. Wellbutrin helps with the depletion of dopamine. Staying out of the 
sunlight greatly helps with the cerebral dysregulation presumably by avoiding 
an upregulation of prolactin. DantroUne may help wi A musde spasm, in low 
doses, by preventing the influx of Calcium from itmer stores into the cell content. 
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Conclusions 

What to do with organophosphate insecticides and neurotoxins has been a 
terrible and apparently unresolved problem for the US government. Twelve 
years ago Dr. K.T Maddy of the California Department of agriculture warned of 
the dire consequences of even agricultural use of pesticides, stating the effects of 
exposure could come out 20 year later.35 A short while ago a huge dass action 
lawsuit involving serious injury from the organophosphate insectidde Dubane 
was settled in favor of the plaintiffs. 

Russell Metcalf, in the conduding remarks to the book Delayed Neurotoxidty. 
said in 1984; 

"In CHir studies of OPIDN we must not lose sight of the ultimate effects on the 
human...organi8m..J believe that all there has all to often been too little concerned for the 
ultimate effect <rf OPIDN upon Humans. OPIDN is a proftnmd human tragedy, almost always 
visited upon unsuspecting victim... A massive oud>reak of OPIDN ...could dwarf the 
thalidomide tragedy both in the extent of human suKering and in legal moititoiy damages. 
The only responsible course of action for dealing with organophosphorus esters shown to 
produce OPIDN is to withdraw the oranpound from use". 

We are now sitting on 1.2 million pounds of poison gas in this country, 
which is according to the experts stored in radier unstable conditions. We are 
having problems getting rid of it and there is some chance that someone will be 
exposed to It The nightmare that Hitler invented to kill the Jews of Emope has 
be<»me our nightmare now. We cannot wait around for this vile stuff to break 
through its polyethylene lined containers and contaminate our land. We must 
accept the reality, and deal with the danger. We must act now>to ameliorate the 
damage it has already inflicted to our armed forces, and to prevent further 
disaster from occurring. 
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Mr. Shays. Dr. Miller. 

Dr. Miller. I was asked by your committee to address a ques- 
tion, whether low levels of something like an organophosphate, for 
example, Sarin, could be responsible for some of the he^th prob- 
lems that we are seeing in the Gulf war veterans. And, of course, 
just to remind ourselves. Sarin, of course, was not the only 
organophosphate-type exposime soldiers may have encountered in 
the Gulf. Pesticides in this chemical class and pyridostigmine bro- 
mide, a related carbamate drug were also used. 

I forgot to mention, I also serve on the VA expert 

Mr. Shays. Could I ask you to just lower the mic a little bit? And 
I am going to ask you to speak a little more slowly. 

Do any of you have a plane to catch or something? Is that why 
you are speaking fast? I would have had you go first, doctor. I am 
sorry. What time is your plane leaving? 

Dr. Miller. 6:45. 

Mr. Shays. OK You are going to be OK It is 4:30. Unless you 
are going to Philadelphia to get the plane. 

Dr. Miller. No. I appreciate your consideration. 

Mr. Shays. Is it National? 

Dr. Miller. Yes. 

Mr. Shays. OK You will be all right. 

Dr. Miller. Thank you. I forgot to mention at the introductory 
period that I serve on the Persian Gulf expert, if you want to call 
it expert, advisory panel for the VA and have since its inception. 

Effects of low level chemical exposures have been a focus of my 
research over the last 8 years, I co-authored a report for the New 
Jersey State Department of Health back in 1989 and a subsequent 
book, ironically, it was entitled “Chemical Exposures, Low Levels 
and High Stakes,” about patients who report developing chronic ill- 
nesses and chemical intolerances following low level exposure to 
various chemicals, including pesticides, solvents and combustion 
products. Some of the sickest individuals that we have studied as 
a group seem to be those who are exposed to an organophosphate 
or carbamate pesticide in the same chemical class. 

In 1995, we published a study of 37 patients who had been ex- 
posed to pesticides in this same class, these were civilians, who 
subsequently reported developing multi-system symptoms and new 
onset chemical, food and drug intolerances. Eighty percent of these 
individual told us they were no longer able to work or could only 
work part-time because of the severity of their health problems. 
The most common symptoms reported by these individu^s at the 
time they were exposed were often flu-Uke. For example, fatigue, 
concentration difficulties, headaches, shortness of breath, musculo- 
skeletal pain, and gastrointestinal symptoms. The specific data on 
these 37 patients is included in table 1. 

In general, these individuals did not report the classical symp- 
toms of organophosphate poisoning. However, they did report de- 
veloping new and unusual intolerances for common chemicals such 
as fragrances, traffic exhaust, gasoline, household cleaning prod- 
ucts, chlorine in swim mi ng pools that was mentioned here earlier, 
and other kinds of exposures. In addition, many fotmd they could 
no longer tolerate alcoholic beverages, various foods, caffeine and 
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medications they were prescribed, including antidepressants and 
others. 

Four years ago, the chief of staff of the Houston VA Mediced Cen- 
ter asked me to consult on the first Gulf war veteran admitted to 
their newly designated regional referral center for Gulf war veter- 
ans and this was because the individual was complaining of chemi- 
cal intolerances and the chief of staff asked me to come in as a con- 
sultant, having read about some of our work. 

Since then, I have been asked to evaluate about 75 Gulf veter- 
Ems. These veterans’ symptoms and their frequent reports of new 
onset intolerances to chemicals, foods and medications reminded 
me of the civilians we had studied with histories of exposure to 
organophosphate or carbamate pesticides or to mixtures of solvents 
at low levels. 

Comparison of eight symptom scales derived by factor analysis 
revealed similar ordering of symptoms in the Gulf veterans and the 
pesticide exposed civilians. This is included in figure 1. We can see 
the comparison of the different s 3 nnptom groups. 

All of the civilians reported new chemical intolerances because 
they were selected for our study on this basis. However, 78 percent 
of the first 59 Gulf veterans we saw at the Houston center also re- 
ported new onset chemical intolerances since the war. 

For example, mechanics who once liked the smell of engine ex- 
haust or said they used to bathe, literally bathe, in solvents with 
no associated symptoms reported severe symptoms with these expo- 
sures since the war. One mechanic told me that before the war his 
idea of the perfect perfume was WD-40. Now, WD-40 and many 
other low level chemical exposures he says make him feel ill. 

Seventy-eight percent of the veterans also reported new food in- 
tolerances or feeling ill after meals; 40 percent had experienced one 
or more adverse reactions to medications since the war; 66 percent 
of those who used alcoholic beverages reported that even a small 
amount such as one can of beer made them feel ill, and these were 
individuals who frequently enjoyed drinking maybe a six-pack on 
the weekend. 

Twenty-five percent of those who used caffeine reported feeling 
ill if they drank coffee or another caffeinated beverage and 74 per- 
cent of those who smoked reported that smoking an extra cigarette 
or borrowing someone else’s stronger brand made them feel ill. 

More than half of the Gulf veterans seen at the referral center 
reported intolerances in all three categories: chemical inhalants, 
foods and drugs or food/drug combinations. 

What this really shows is sort of a generalized pharmacologic in- 
tolerance that these individuals seem to have developed, responses 
at low levels to things that would not bother the ordinary person 
and had not bothered these individuals previously now seemed to 
be triggering symptoms in them. 

Most patients will not report such intolerances to their physi- 
cians. Generally, they will focus on describing their symptoms such 
as headaches or irritability. Even if they were to tell their physi- 
cians that they were experiencing confusion or nausea while driv- 
ing, it is unlikely that either they or their doctors would entertain 
the notion that their symptoms might be triggered by exposure to 
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traffic exhaust, and yet that is exactly what many veterans and 
these civilians exposed to organophosphates tell us. 

There are now several studies in addition to our own linking 
chronic multi-system symptoms to organophosphate or carbamate 
exposure. These agents have been implicated in similar illnesses 
and intolerances in pesticide exposed casino workers, an attorney 
whose home was exterminated, and other persons exposed to 
organophosphates. 

A recent European study involving nine countries revealed other 
cases of new onset intolerances following exposure to various pes- 
ticides. Again, these individuals have multi-system kinds of symp- 
toms. 

Thirty years ago, Tabershaw and Cooper in California described 
a ^oup of a^cultural workers with acute organophosphate pes- 
ticide poisoning, some of whom developed persistent symptoms. 
Following their acute exposure, nearly 20 percent reported that 
even a whiff of pesticides made them feel ill. A number of the 
workers quit working with agricultural chemicals for this very rea- 
son. 

In 1966, in Germany, Spiegelberg described persistent, multi-sys- 
tem symptoms among Germans who had worked in chemical weap- 
ons production during World War II. Notably, he also described 
new onset intolerances for alcohol, nicotine and medications among 
these workers. Thus, there is accumulating evidence linking 
organophosphate t^e compounds with chronic illness and new 
onset intolerances in a subset of exposed persons. This unusual 
symptom of new onset chemical food and drug intolerances appears 
to be a unif 5 dng theme. It would be difficult to imagine that so 
many people with identifiable exposures would invent such a bi- 
zarre complaint. It would be a bit of a coincidence. 

Many of these individuals now avoid fragrances they once en- 
joyed, no longer fill up their own gas tank or drive where there is 
heavy traffic exhaust because they feel too ill if they do these 
things and they have given up formerly favorite foods such as pizza 
or chocolate because they feel sick when they eat them. 

Taken together, these observations by our own group and by 
other researchers suggest that we may be dealing with an entirely 
new mechanism for a disease, one we have nicknamed Toxicant In- 
duced Loss of Tolerance or TILT. A yet to be proven mechanism of 
disease is a theory of disease, hence, we have dubbed this the TILT 
theory of disease. 

TILT appears to involve two steps: initiation and triggering. 
First, after a single acute or multiple low level exposures to a pes- 
ticide, solvent or other chemical, a subset of those exposed appear 
to lose their prior natural tolerance for a variety of common expo- 
sures, such as tobacco smoke, fragrances, engine exhaust and gaso- 
line. Following initiation, very low levels of many common sub- 
stances trigger their symptoms, including not only chemicals but 
also various foods, medications, alcoholic beverages and caffeine. 
Symptoms generally involve multiple organ systems and wax and 
wane in a seemingly unpredictable manner. 

Ironically, patients may be completely unaware of these intoler- 
ances because of a phenomenon called masking. If an individual 
were intolerant of multiple substances, chemicals, foods, drugs and 
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so on, but they were exposed to these substances one after another 
during the day, then that person’s responses to these exposures 
might overlap in time so that at any given point in time that per- 
son might be feeling ill like they had chronic flu or chronic fatigue, 
but they would be unable to tell which exposure was triggering 
their symptom. 

In effect, there would be so much background noise that the sig- 
nal was hidden, the relationship to any particular exposure. This 
is what is meant by masking. 

To determine whether the Gulf veterans’ current health problems 
are now being triggered and thus perpetuated by everyday chemi- 
cal exposures, physicians need to be able to minimize background 
chemical noise or unmask their patient. 

Physicians and researchers attending two federally sponsored 
workshops on the health effects of low level chemici exposures 
have recommended that double blind placebo controlled testing of 
patients in an environmentally controlled hospital ward be con- 
ducted in order to determine whether such low level intolerances 
do in fact occur. As you can see, this is an area of contention 
among physicians. 

To accomplish this, use of an environmental medical unit has 
been proposed. This is a hospital unit in which chemical exposures 
would be controlled to the lowest levels practicable by air filtration 
and use of construction materials and furnishings that do not re- 
lease low levels of chemicals into the air. 

I know Congressman Sanders has been involved with the carpet- 
ing issue. That is one example. One would not put new carpeting 
in such a unit and, of course, many hospitals do that, so you have 
to control those kinds of exposures if you are going to test people 
adequately for low level sensitivities. 

An anjdogy will help illustrate the need for such a facility. Sup- 
pose we wanted to determine whether headaches in a coffee drink- 
er, £md, again, many of these people are sensitive to caffeine, were 
due to caffeine. It would not tell us much if we were to simply have 
this person drink a cup of coffee and say how they felt. 

You would first need to have the person stop all caffeine for 
about a week. If he experienced with(h"awal symptoms, headache, 
fatigue, irritability, that would be a hint that caffeine could be a 
problem for him. If symptoms resolved after a week of avoiding all 
caffeine, that would provide further evidence. Then, once his symp- 
toms had cleared, we could give him a cup of coffee and see how 
it made him feel. Of course, for research, you would do that in a 
blinded placebo-controlled way. 

Failure to have this patient at a clean, caffeine-free baseline 
prior to challenge would likely result in a false negative caffeine 
challenge. That is why you have to get rid of the background noise, 
if you will, eliminate exposures prior to testing. 

By analogy, placing ill Gulf veterans in a conventional exposure 
chamber, the kinds that are available in most universities or many 
universities, and exposing them to a few parts per million of some 
chemicals may produce misleading results. On the other hand, if 
they were to remain in an environmental medical unit for a few 
days beforehand and their s3Tnptoms resolved, one could then test 
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them to determine which exposures were triggering their symp- 
toms. 

Without carefully conducted studies of this kind, questions con- 
cerning the role of ongoing low level exposures in perpetuating the 
veteran’s syniptoms are unlikely to be resolved. Although research 
using an environmental medical unit has been proposed to the De- 
partment of Defense, Department of Veterans Affairs and the Na- 
tional Institute of Environmental Health Sciences, studies of this 
kind have not yet been funded. 

While Congress authorized partial funding for such a project 2 
years ago and the Department of Defense agreed to provide the re- 
maining sum, an environmental unit still has not been constructed. 

Until this tool is made available to physicians. Gulf veterans are 
likely to remain in their current Catch-22 of being required to 
show objective evidence of their disability and having no means by 
which to do so. 

In summary, the illnesses of many Gulf veterans and civilians 
exposed to organophosphates and other chemicals share a strik- 
ingly similar pattern; multi-system symptoms that wax and wane 
in time and loss of prior tolerance for chemicals, foods and drugs. 
This pattern appearing in different groups, chemically exposed 
groups but different demographically, provides evidence, albeit it 
circumstantial, for an emermng new theory of disease described as 
Toxicant Induced Loss of Tolerance. 

Confirmation or refutation of this theory rests upon careful eval- 
uation of patients in an environmental medical unit. Results of 
studies in such a unit would benefit not only those patients admit- 
ted to the unit, but also other veterans and civiliams by helping to 
elucidate mechanisms. Scientific understanding of these mecha- 
nisms can be expected to lead to more effective treatments and pre- 
vention. 

Thank you. 

[The prepaired statement of Dr. Miller follows:] 

Prepared Statement of Claudia Miller, Assistant Professor, Environmental 

AND Occupational Medicine, University of Texas Health Science Center, 

San Antonio, TX 

Good afternoon. I was invited here by your subcommittee to address the question, 
“Could low levels of an organophosphate like the nerve agent Sarin be responsible 
for some of the chronic he^th problems reported by Gulf War veterans?” Of course. 
Sarin was not the only organophosphate-l^e exposure soldiers may have encoim- 
tered in the Gulf: Pesticides in this chemical class and pyridostigmine bromide, a 
related carbamate drug, were also widely used. 

Effects of low level chemical exposures have been the focus of my research for the 
past eight years. I co-authored a report for the New Jersey State Department of 
Health (Ashford and Miller, 1989) and a subseauent book (Ashford and Miller, 1991) 
about patients who report developing chronic illnesses and chemical intolerances fol- 
lowing exposure to various chemicals, including pesticides, solvents, and combustion 
products. Some of the sickest individuals we have studied, as a group, seem to be 
those who were exposed to an organophosphate or carbamate pesticide. In 1995, we 
published a study of 37 patients who had been exposed to pesticides in this class 
and who subsequently reported developing multi-system symptoms and new-onset 
chemical, food and dnig mtolerances (Miller and Mitzel, 1995). Eighty percent of 
these individuals told us they were no lo^er able to work or could only work part- 
time because of their health problems. Tne most common symptoms reported by 
these individuals at the time they were exposed were often flu-hke, for example, fa- 
tigue, concentration difficulties, headaches, shortness of breath, musculoskeletal 
pain and gastrointestinal symptoms (Table 1). In general, these individuals did not 
report the classical symptoms of organophosphate poisoning. However, they did re- 
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port developing new and unusual intolerances for common chemicals such as fra- 
grances, traffic exhaust, gasoline, and household cleaning products. In addition, 
many found they could no longer tolerate alcohohc beverages, various foods, caffeine, 
and medications they were prescribed, including antidepressants. 

Four years ago the Chief of Staff of the Houston VA Medical Center asked me 
to consult on the first Gulf veteran admitted to their newly-designated Regional Re- 
ferral Center for Gulf Wem Veterans. Since then, I have been asked to evaluate 
about 75 Gulf veterans. These veterans’ ssnnptoms and their frequent reports of 
new-onset intolerances to chemicals, foods and medications reminded me of the civil- 
ians we had studied with histories of exposure to organophosphate or carbamate 
pesticides or to mixtures of solvents at low levels. 

Comparison of eight symptom scales derived by factor analysis revealed similar 
ordering of symptoms in the Gulf veterans and the pesticide-exposed civilians (Fig- 
ure 1). All of the civilians reported new chemical intolerances because they were se- 
lected for our study on this basis. Notably, seventy-eight percent of the first 59 con- 
secutive Gulf veterans seen at the Houston Referral Center also reported new-onset 
chemical intolerances since the War. For example, mechanics who once liked the 
smell of engine exhaust or said they used to “bathe” in solvents with no associated 
symptoms, reported severe symptoms with these exposures since the War. One me- 
chanic told me that before the War his idea of the perfect perfume was WD-40. Now 
WD-40 and many other low level chemical exposures make him feel ill. Seventy- 
eight percent of the veterans also reported new food intolerances or feeling ill after 
meals; 40% had experienced one or more adverse reactions to medications since the 
War; 66% of those who used alcoholic beverages rmorted that even a small amount, 
such as one can of beer, made them feel ill; 25% of those who used caffeine reported 
feeling ill if they drank coffee or another caffeinated beverage; and 74% of those who 
smoked reports that smoking an extra cigarette or borrowing someone else’s 
stronger brand made them feel ill (Table 2). More than half of me Gulf veterans 
reported intolerances in all three categories — chemical inhalants, foods, and drugs 
or food/drug combinations (Figure 2). 

Most patients will not report such intolerances to their physicians. General^, the^ 
will focus on describing their symptoms, such as headaches or irritability. Even if 
they were to teU their physicians that they were experiencing confusion or nausea 
while driving, it is unlikely that either they or their doctors would entertain the no- 
tion that their symptoms might be triggered by exposure to traffic exhaust. 

There are now several studies, in addition to our ovra, linking chronic, multi-sys- 
tem symptoms to organophosphate/ceu-bamate eiposure. These agents have been im- 
plicate in similar illnesses and intolerances in pesticide-exposed casino workers 
(Cone and Suit, 1992), an attorney whose home was exterminated (Rosenthal and 
Cameron, 1991), and other persons expose to organophosphates (Sherman, 1995). 
A recent European study involving nine countries revealed other cases of new-onset 
intolerances following exposure to various pesticides (Ashford et al, 1994). Thirty 
years ago, Tabershaw and Cooper (1966) described a group of agricultural workers 
with acute organophosphate pesticide poisoning, some of whom developed persistent 
symptoms. Following their acute exposure, nearly 20% reported that even a “whiff” 
of pesticide made them feel ill. A number of the workers quit working with agricul- 
tural chemicals for this reason. In 1961 Spiegelberg described persistent, multi-sys- 
tem symptoms among Germans who had worked in chemical weapons production 
during World War II. Notably, he also described new-onset intolerances for alcohol, 
nicotine and medications eunong these workers (Spiegelberg, 1961). 

Thus there is accumulating evidence linking organophosphate-type compounds 
with chronic illness and new-onset intolerances in a subset of exposed persons. This 
unusual symptom of new-onset chemical, food, and drug intolerances appears to be 
a uniMng theme. It would be difficult to imagine that so many people with identifi- 
able chemical ei^osures would invent such a bizarre complaint. Many of these indi- 
viduals now avoid fragrances they once enjoyed; no longer fill up their own gas tank 
or drive where there is heavy traffic exhaust because they feel ill if they do; and 
have given up formerly favorite foods such as pizza or chocolate because they feel 
sick when they eat them. 

Taken together, these observations by our own group and by other researchers 
suggest that we may be dealing with an entirely new mechanism for disease, one 
we have nickn^ed “Toxicant-induced Loss of Tolerance” or ‘TILT.” A yet-to be 
proven mechanism of disease is a theory of disease. Hence, we have dubbed tins the 
“TILT Theory of Disease” (Miller, 1996; Miller, in press). TILT appears to involve 
two steps, initiation and triggering (Figure 3): (1) After a single acute or multiple 
low level exposures to a pesticide, solvent or other chemical, a subset of those ex- 
posed appear to lose their prior, natural tolerance for a variety of common exposures 
such as tobacco smoke, fragrances, engine exhaust, and gasoline; (2) Following initi- 
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ation, very low levels of many common substances trigger symptoms, including not 
only chemicals, but also various foods, medications, alcoholic beverages and caffeine. 
Symptoms generally involve multiple organ systems and wax and wane in a seem- 
ingly unpredictable manner. 

Ironically, patients may be completely unaware of these intolerances because of 
a phenomenon called “masking”: If an individual were intolerant of multiple chemi- 
cals, foods and drugs and were exposed to these substances one after another during 
the day, then that person’s responses to these exposures might overlap in time. At 
any given point in time that person might feel ill but be unable to tell which expo- 
sure was triggering symptoms. In effect, there would be so much background noise 
that the signal was hidden. This is what is meant by “masking.” 

To determine whether the Gulf veterans’ current health problems are now being 
triggered and thus perpetuated by everyday chemical exposures, physicians need to 
be able to minimize background chemi^ noise, or “unmask” their patients. Physi- 
cians and researchers attending two federally-sponsored workshops on the health ef- 
fects of low level chemical exposures have recommended that double-blind, placebo- 
controlled testing of patients in an environmentally-controlled hospital ward be con- 
ducted in order to determine whether such low level intolerances do in fact occur 
(National Research Council, 1992; Association of Occupational and Environmental 
Clinics, 1992). To accomplish this, use of an Environmental Medical Unit has been 
proposed. This is a hospital unit in which chemical exposures can be controlled to 
the lowest levels practicable via air filtration and use of construction materials and 
furnishing that do not outgas (release low levels of chemicals into the airX 

An anmogy will help Ulustrate the need for such a facility. Suppose we wanted 
to determine whether headaches in a coffee drinker were due to canine. It wouldn’t 
tell us much if we were to simply have this person drink a cup of coffee and tell 
us how he felt. We would first need to have the person stop all caffeine for about 
a week. If he experienced withdrawal symptoms — ^headache, fati^e, irritability — 
that would be a hint that caffeine could be a problem for him. If his s}rmptoms re- 
solved after a week of avoiding all caffeine, that would provide further evidence. 
Then, once his symptoms had cleared, we could give him a cup of coffee and see 
how it made him feel. Failure to have this patient at a clean, caffeine-free baseline 
prior to challenge would likely result in a false negative caffeine challenge. By anal- 
ogy, placing ill Gulf veterans in a conventional exposiue chamber and exposing 
them to a few parts per million of some chemicals may produce misleading results. 
On the other hand, if they were to remain in an Environmental Medical Unit for 
a few days beforehand and their symptoms resolved, one could then test them to 
determine which exposures were triggering their s^ptoms. 

Without carefully conducted studies of this kind, questions concerning the role of 
ongoing low level exposures in pe^etuating the veterans’ symptoms are unlikely to 
be resdved. Although research using an Environmental Medical Unit has been pro- 
posed to the Depai^nent of Defense, Department of Veterans Affairs and the Na- 
tional Institute of Environmental Health Sciences (NIH), studies of this kind have 
not yet been funded. While Congress authorized partial funding for such a project 
two years ago and the Department of Defense am-eed to provide the remaining sum, 
an Environmental Medical Unit still has not been constructed. Until this tool is 
made available to physicians. Gulf veterans are likely to remain in their current 
Catch-22 of being required to show objective evidence of their disability and having 
no means by which to do so. 

In summary, the illnesses of many Gulf veterans and civilians exposed to 
organophosphates and other chemicals share a strikingly similar pattern: Multi-sys- 
tem symptoms that wax and wane and loss of prior tolerance for chemicals, foods 
and drugs. This pattern appearing in different, chemically-exposed groups of pa- 
tients provides evidence, albeit circumstantial, for an emerging new theory of dis- 
ease described as Toxicant-induced Loss of Tolerance. Confirmation or refutation of 
this theory rests upon careful evaluation of patients in an Environmental Medical 
Unit. Results of studies in an Environmental Medical Unit would benefit not only 
those patients admitted to the Unit, but also other veterans and civilians by helping 
to elucidate mechanisms. Scientific understanding of these mechanisms can be ex- 
pected to lead to more effective treatments and prevention. 



514 


Table 1. Most Common Acute Symptoms Reported by 37 
Civilians Following Exposure to an 
Organophosphate or Carbamate Pesticide 


Symptom Category Number 

Breathing difficulties 15 

Fatigue/weakness 12 

Headache 12 

Agitation, trembling, irritability 12 

Nausea, vomiting 11 

Confusion, disorientation, 10 

trouble concentrating 

Eye/vision problems 10 

Dizziness, lightheadedness 9 

Joint/muscle pain, stiD'ness 7 

Heart racing or irregular beats 7 

Diarrhea 6 

Skin problems 6 

Numbness or tingling 5 
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Table 2. 

New Onset Intolerances Reported by Gulf War Veterans (n=59) 
Seen at the Houston VAMC Regional Referral Center 


Chemical inhalants 
Medications 

Alcoholic beverages 

Caffeine 

Foods 

Specific Foods 
Illness after meals 

Tobacco use 


78.0% 

40.4% of those who 
took drugs 

65.9% of alcohol users 


25.0% of caffeine users 

78.0% 

64.4% 

49.2% 

74.1% of tobacco users 
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Mr. Shays. Thank you. Dr. Miller. I think we are going to he fine 
for your flight, but whenever you have to go, just let me know. 

Dr. Padilla. 

Dr. Padilla. Mr. Chairman and members of the subcommittee, 
it is indeed an honor to be here today. I am pleased to have the 
chance to tell you about my research and other publications regard- 
ing the potential long-term health effects of exposure to 
organophosphate compounds. 

As I said, my training is in the area of biochemistry, specifically, 
neurochemistry, and for the last 15 years I have conducted re- 
search at the National Health and Environmental Effects Research 
Laboratory in North Carolina. I study the toxic mechanisms of 
organophosphate pesticides and my research provides guidance, 
hopefully, to the tJ.S. Environment^ Protection Agency for use in 
the risk assessment of anti-cholinesterase pesticides. 

I have served on a scientific review board convened by the DOD 
to judge and rank — wait a minute. Let me say this first of all. I 
am not an expert on Gulf war illnesses, nor on warfare nerve 
agents, but I have served on a scientific review board convened by 
the Department of Defense to judge and rank and Gulf war illness 
research proposals submitted to the DOD for funding. 

I am, however, well versed in the area of organophosphate toxi- 
cology and the toxic effects precipitated by these pesticides on 
mammalian species, including humans. The structure and mode of 
action of nerve agents and organophosphate pesticides are similar. 
Both classes of compounds are organophosphates and their primary 
mechanism of action is the inhibition of acetylcholinesterase. 
Acetylcholinesterase stops the action of acetylcholine, an essential 
neurotransmitter in the central and peripheral nervous systems, 
the neuromuscular junction and other areas of the periphery nerv- 
ous system. 

Because the majority of signs and symptoms which occur when 
an animal or human is exposed to organophosphate pesticides or 
carbamate pesticides usually abate when the acetylcholinesterase 
activity returns to normal, organophosphate and carbamate pes- 
ticides are assumed to be relatively safe because at sub-lethal dos- 
ages they only precipitate short-term, reversible effects. 

There are, however, indications that exposure to organo- 
phosphate pesticides may produce residual adverse effects. I am 
going to consider a few. For instance, it is known, as already men- 
tioned, that members of a subset of the organophosphate com- 
pounds cause organophosphate induced delayed neuropathy, a bi- 
lateral neuronal degeneration of the peripheral and central nervous 
systems, resulting in a numbness and incoordination in the arms 
and legs which appears about 2 weeks after exposure to those 
organophosphates and may be permanent. 

I want to add a parenthetical here. The U.S. Environmental Pro- 
tection Agency tests all pesticides on the market to make sure as 
much as possible that they do not produce OPIDN, organo- 
phosphate induced delayed neuropathy. There are compovmds that 
do it and most of the ones that are in the literature here are old 
time compounds that are not on the market. So it is not as if there 
are pesticides out there that have not been tested. This is called 
the hen test and you basically administer high doses of these com- 
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pounds to chickens to see if they develop incoordination in the legs. 
And that is to make sure that these do not get on the market. 

Mr. Shays. And they choose chickens because of their nervous 
system? 

Dr. Padilla. Well, that is a very good question. Much of my re- 
search, rats work, it is just easy in chickens to tell. When they are 
walking on two legs, it is much easier to tell when chickens are un- 
coordinated. 

Mr. Shays. OK. 

Dr. Padilla. It is true. 

Although much research has been conducted on the subject, 
there is no experimental, and by that I mean published, evidence 
that the commonly used nerve agents cause this type of peripheral 
neuropathy. There is, however, evidence from my own laboratory as 
well as others that exposure to more than one cholinesterase inhib- 
iting compound may cause this neuronal degeneration when any of 
these compounds alone would produce much less or no damage at 
all. 

It must be noted that to my knowledge that none of these stud- 
ies, the synergistic type of study, has been conducted with nerve 
agents, only with other classes of organophosphate compounds. And 
when I say to my knowledge, I mean in the published literature. 

And I go through a little bit of a review of the literature from 
30 years ago, which I am going to skip over and go to the more 
recent studies in the last 15 years. 

Some more recent studies, which included the appropriate con- 
trols, indicate that there may be long-term health effects associated 
with exposure to organophosphate pesticides. Studies that com- 
pared the effects of poisoned pesticide workers and control workers 
long after the poisoning episode, this is 6 months to 3 years later, 
revealed that previously poisoned workers showed changes in 
motor skills, some academic skills, and/or attention, visuo-motor 
functions and mood. One of the authors concluded that “Results 
clearly indicate that there eu'e chronic neurological sequelae to 
acute organophosphate poisoning” and cautioned that one must 
conduct the appropriate tests to reveal these changes. 

There have, however, been few studies which address the effects 
of low level, long-term exposures to organophosphate pesticides. Re- 
cently such a study was published which compares the 
neuropsychological effects in sheep farmers who were regularly ex- 
posed to organophosphates with a control group of quarry workers. 
It was concluded that the sheep farmers were impaired on tests 
which assessed sustained attention and speed of information proc- 
essing, but there were no differences between the two groups with 
regard to short-term memory or learning. 

Are there animal studies that also suggest that exposure to 
organophosphate pesticides produce long-term effects? 

There are reports that one or multiple exposures to commonly 
used organophosphate pesticides may alter neurochemical 
endpoints. Months after one exposure to a large dosage of 
chlorpyrifos, which is Dursban, experimental animals appeared 
normal until they were challenged with a drug which interacted 
with the cholinergic nervous system. It may be, therefore, that the 



521 


adverse long-term effects due to this exposure were silent until the 
brain chemistry was pharmacologically challenged. 

Moreover, work in my laboratory during the last 5 years has in- 
dicated that one or multiple exposures to organophosphate pes- 
ticide fenthion may cause persistent, possibly permanent, alter- 
ations in the biochemistry of the retina. My conclusion is that there 
is evidence in the human literature which is now supported by an 
emerging animal literature of long-term effects of acute, relatively 
high level exposvu-e to organophosphate pesticides. What is not 
clear is whether a poisoning episode has to occur that causes clini- 
cally significant persistent effects. 

There is a very important question that needs to be considered 
too in relation to the Gulf war illnesses and that is whether re- 
peated low level exposure to organophosphates would also produce 
these effects. Both the human literature and the experimental ani- 
mal literature is. very sparse with regard to studies of subchronic 
exposure to low levels of organophosphate pesticides or nerve 
agents. 

The community of scientists who study the health effects of 
acetylcholinesterase pesticides is just beginning to study this ques- 
tion. 

I thank you again for inviting me to this hearing and I am glad 
to answer any questions that you may have. 

[The prepared statement of Dr. Padilla follows:] 

Prepared Statement of Dr Stephanie Padilla, Neurotoxicology Division, 

U.S. Environmental Protection Agency, Research Triangle Park, North 

Carolina 

Mr. Chairmein and members of the Subcommittee, it is indeed an honor to be here 
today. 1 am pleased to have the chance to tell you about my research and other pub- 
lications regarding the potential long-term health effects of exposure to 
organophosphate compounds. 

Experience and Background: My training is in the area of biochemistry, spe- 
cifically neiuvchemistry. For the last 15 years I have conducted research at the Na- 
tional Health and Environmental Effects Research Laboratory in Research Triangle 
Park, NC. I study the toxic mechanisms of organophosphate pesticides. My research 
provides guidance to the U.S. Environmental Protection Agency for use in the risk 
assessment of anti-cholinesterase pesticides. I am not an expert in chemical warfare 
nerve agents or the Gulf War veterans Ulnesses, although I have served on a Sci- 
entific Review Board convened by the DOD to judge and rank Gulf War illness re- 
search proposals submitted to the DOD for fimding. 1 am, however, well versed in 
the area of organophosphate pesticide toxicology and toxic effects precipitated by 
these pesticides on mammalian species, including humans. The structure and mode 
of action of nerve agents and organophosphate pesticides are simOar; both classes 
of compoimds are organophosphates and their primary mechanism of action is the 
inhibition of acetylcholinesterase. Acetylcholinesterase stops the action of acetyl- 
choline, a neurotiansmitter in the centi^ and peripheral nervous systems, the neu- 
romuscular junction and other areas of the peripheral nervous system. When a 
nerve agent or a pesticide inhibits acetylcholinesterase, the concentration of acetyl- 
choline increases in those areas, causing an overstimulation of the target cells with 
the following possible signs and symptoms (which appear from minutes to days after 
exposure, depending on the route of exposure and the compound to which the person 
was exposed): pupU constriction, rapid or slowing of the heart rate, changes in blood 
pressure, increased sweating, lacrimation, salivation, nausea, abdominal pain, diar- 
rhea, and muscle fasciculation, headache, confusion, irritability, difficulty in con- 
centration, and emotional lability. Because the majority of these signs and symp- 
toms usually abate when the acetylcholinesterase activity returns to normal, 
organophosphate pesticides eure assumed to be relatively safe because at sublethal 
dosages they only precipitate short-term, reversible effects. 
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Long-Term Health Effects of Organophosphate Compounds: There are, 
however, indications that exposure to both nerve agents and organophosphate pes- 
ticides may produce residual adverse effects (considered below). 

HUMAN REPORTS AND STUDIES: 

For instance, it is known that members of a subset of the organophosphate com- 
pounds cause organophosphate-delayed neuropathy, a bilateral neuronal degenera- 
tion of the periphery and central nervous systems resulting in a numbness and 
incoordination in the arms and legs which appears around 2 weeks after an expo- 
sure to those organophosphates and may be permanent. Although much research 
has been conducted on the subject, there is no experimental evidence that the com- 
monly-used nerve agents cause this t)rpe of peripheral neuropathy. There is, how- 
ever, evidence from my own laboratory, as well as others, that exposure (relatively 
high levels of exposure when compared to human exposure scenarios) to more than 
one cholinesterase-inhibiting compound may cause this neuronal degeneration when 
exposure to any of these compounds alone would produce much less or no damage 
at aU (Pope and Padilla, 19M; Pope et cd., 1992h It must be noted that, to my 
knowledge, none of these studies has been conducted with nerve agents, only with 
other classes of organophosphate compounds. 

Even more than 30 years ago, there have been human complaints about possible 
persistent effects of chohnesterase-inhibiting compounds. Gershon and Shaw (1961) 
found that humans exposed repeatedly to insecticides displayed schizophrenic and 
depressive disorders v^ch may be accompanied by memory impairment and dif- 
ficulty in concentration. In addition, Metcalf and Hohnes (1969) showed that agricul- 
tural and industrial workers exposed to cholinesterase-inhibiting pesticides com- 
plained of forgetfulness, difficulty in thinkii^, visual problems, and persistent aches 
and pains, concluding (hat “It appears, therefore, that there is need for further in- 
tensive study because of the unmowns we now recognize and because of the possi- 
bility that long-term exposure to organophosphate compounds can induce irrevers- 
ible or only slowly reversible brain dysfunction.” Although the above information ap- 
pears quite incriminating for the long-term health effects of organophosphate nerve 
agents and pesticides, it must be noted that many of these studies were less than 
satisfactoiy from a research point of view (e.g., many did not include a control group 
of unexposed, age- and gender-matched subjects) and other studies suggested that 
there were no long-term health effects due to pesticide exposure (Durham et al., 
1965). Also, when judging the status of any scientific literature base, one must real- 
ize that, in gener^, it is much more diffi^t to publish a totally negative study of 
any sort; therefore, it is possible that other negative studies were completed but are 
not part of the published literature. 

Some more recent studies, which include the appropriate controls, also indicate 
that there may be long-term health effects associate with exposure (usuedly acute, 
relatively high dose) to organophosphate pesticides. Studies that compared the ef- 
fects of “poisoned” pesticide workers and control workers long after tiie poisoning 
episode (i.e., 6 months to 3 years, depending on the study) revealed that the pre- 
viously poisoned workers showed changes in motor skills, some academic skills, and/ 
or attention, visuo-motor function and mood (MidtUng et al., 1985; Savage et al., 
1988; Rosenstock et al., 1991). One of the authors concluded that “Resulte clearly 
indicate that there are chronic neurological sequelae to acute organophosphate poi- 
soning,” and cautioned that one must conduct the appropriate tests to reveal these 
changes. There have, however, been few studies which address the effects of low- 
level, loim-teim exposure to oiganophoshate pesticides. Recently, such a study was 
published which compared the neiuephysiological effects in sheep farmers who were 
regularly exposed to organophosphates with the control group of quarry workers 
(Stephens et cd., 1995). It was concluded that the sheep farmers were impaired on 
the tests which assessed sustained attention and speed of information processing, 
but there were no differences between the two groups with regard to short-term 
memory or learning. 

CONTROLLED ANIMAL STUDIES: 

Are there animal studies that also suggest that exposure to organophosphate pes- 
ticides produce long-term effects? This question could be quite difficiw to answer as 
most of the long-term effects reported m human studies were symptoms (reported 
by the subject) rather than signs (noted by the observer). Obviously, when conduct- 
ing the animal studies the toxic endpoints can only be signs and not symptoms, 
which limits the scope and possibly the sensitivity of the stody. In animal studies, 
however, other variables may be controlled. For example, it is always known exactly 
what, when and how much organophosphate the animals received, whereas in the 
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human studies the length of exposure, the route of exposure, and the level of expo- 
sure are not normally verified. 

There are reports that one or multiple exposure to commonly used 
organophosphate pesticides may alter neurochemical endpoints. Months after one 
exposure to a large dosage of chlorpyrifos, experimental animals appeared normal 
until they were challenged with a dmg which interacted with the cholinergic nerv- 
ous system (Pope et al., 1992). It may be, therefore, that it is possible that the ad- 
verse long-term effects due to this exposure were “silent” until the brain chemistry 
was pharmacologically challenged. Moreover, work in my laboratory during the last 
five years has indicated that one or multiple exposures to the organophosphate pes- 
ticide, fenthion, may cause persistent, possibly permanent, alterations in the bio- 
chemistry of the retina (Tandon et al., 1994; Tandon et al., 1995). These effects were 
still not^ 2 to 3 months (the total life span of this species of rat is about 2.5 years) 
after cessation of dosing, at a time when all other biochemical parameters, like 
acetylcholinesterase, had returned to normal. 

Conclusion: There is evidence in the human hterature, which is now supported 
by an emerging experimental animal literature, of long-term effects of acute, rel- 
atively high level exposure to organophosphate pesticides. Taken in concert, the 
properly controlled human studies indicate that humans who have experienced 
acute, high level exposiue to organophosphate pesticides may e:merience lasting 
deficits for as long as 2 to 3 years after the poisoning episode. V^at is not clear 
is whether a “poisoning” episode has to occur to cause these clinically significant 
persistent effect. Most of me human and animal subjects in the literature had ex- 
perienced a “poisoning” episode or had more than 50% inhibition of the normal level 
of brain acetylcholinesterase activity. The most important question that needs to be 
considered in relation to the Gulf War illnesses is whether repeated low-level expo- 
siure to otganophosphates would also produce these effects. Both the human lit- 
erature and the experimental animals literature is very sparse with regard to stud- 
ies of subchronic exposure to low levels of organophosphate pesticides or nerve 
agents. The community of scientists who study the health effects of 
anticholinesterase pesticides is just beginning to study this question. 

I thank you again for inviting me to this hearing, and I am glad to answer any 
questions you may have. 

Mr. Shays. I thank all of you for your patience in sitting through 
a long day. Your testimony really is quite important and I am try- 
ing to get a handle on how it relates to our concern of whether our 
troops were exposed and the symptoms and so on. 

I was expecting something a little different, but the fact I was 
expecting something a little different does not mean that — it may 
be even more important that I got this testimony the way I got it 
from you all. 

Focusing on your last point. Dr. Padilla, it strikes me that what 
I hear you saying and I think I maybe hear all of you saying and 
then you can correct me, that you seem to imply that exposmre to 
certain chemicals over time will dissipate and that maybe 4 or 5 
years from now you will not have the problems that you have in 
the short range and then the whole concept of poisoning and what 
constitutes poisoning. And so what I am trying to get a handle on 
is here we have troops whose illnesses seem to get worse, not bet- 
ter, and the testimony that I am hearing from you all is not totally 
connecting with that. 

Dr. Padilla. I guess I did not understand what you thought I 
said. You thought I said what? 

Mr. Shays. What I thought you said at the end was that expo- 
sure over time to certain chemicals, that there is a — I will just read 
the last line. “Taken in concert, the properly controlled human 
studies indicate that humans who have experienced acute high 
level exposure to organophosphate pesticides may experience last- 
ing deficits for as long as 2 to 3 years after the poisoning episode. 
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What is not clear is whether the poisoning episode has to occur to 
cause these clinically scientific persistent effects.” 

Dr. Padilla. No. What I meant there was people have only 
looked as far as 2 or 3 years after the poisoning episode. 

Mr. Shays. OK 

Dr. Padilla. That is considered an extremely long time, since the 
effects are supposed to reverse in a matter of days to weeks. 

Mr. Shays. I made an assumption that chemical exposure and 
the illnesses that related to chemical exposure is a science that is 
particularly advanced and that we have a lot of experts around the 
country and I am beginning to get the feeling that this is a whole 
new area of study. Is this accurate? 

Dr. Baumzweiger. Yes. I am so^. You asked me that question 
and I said it is not new, but, yes, it really is new. And I think the 
confusion is between 

Mr. Shays. Before you give me your answer, I just want to know, 
is that true as far as you are concerned. Dr. Miller? 

And then I am going to come right back to you, doctor. 

Dr. Miller. Is which part true? 

Mr. Shays. Is it true that this is a science, this is not as an es- 
tablished a science as other areas of health care? 

Dr. Miller. Low level exposure causing these kinds of intoler- 
ances and then being perpetuated? 

Mr. Shays. Just intolerances. Just how you treat people exposed 
to chemicals. 

Dr. Miller. It is well developed in certain areas but not in this 
particular area with this particular effect. 

Dr. Padilla. Not with anti-cholinesterase. 

Mr. Shays. I am so^? 

Dr. Padilla. Not with anti-cholinesterase. It is thought that they 
go in, they inhibit acetylcholinesterase. If you live through that and 
you recover, you are fine. That is what has been thou^t up until 
this point. That is why this human literature that I was quoting 
is — ^within the last 15 years, people have gone back and looked at 
pesticide workers that have been poisoned and that is what they 
are looking for. 

Mr. Shays. Sir, I am going to come to you in just second, but I 
did interrupt. 

But what I am just saying to you is my expectation was different. 
My expectation was — ^I get the feeling like we are almost having to 
ar^e who is right within the field, rather than being accepted 
principles that we all agree to. And I almost, if I read into it, I also 
get the feeling that within the medical community some may dis- 
count people who are supposedly experts in this area. 

I see your expression, but 

Dr. Baumzweiger. Well, let me say 

Mr. Shays. When I see someone bring a book up here to have 
to prove to me that what he is saying might be true, I get a little 
suspicious. 

Dr. Baumzweiger. I think there is a great deal of dispute about 
this but I think one of the reasons is not because of the doctors, 
but because of the people who make pesticides and what not have 
always contended that physicians are alarmists about this, about 
the potential for long-term hazards of organophosphates. I think 
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the three of us more or less agree that there is some potential with- 
in the subpopuulation who is exposed to organophosphates for long- 
term neurological and immune damage. 

Mr. Shays. Dr. Miller. 

Dr. Miller. I think there is a critical issue here and that is do 
you have to have an initially acute exposure with the classical 
symptoms of organophosphate poisoning, real poisoning, before you 
get delayed effects. The only paper I know of, and correct me if I 
am wrong, with humans saying that you do not have to have those 
kinds of acute things is the one that we did where we said people 
had all of these flu-like symptoms with their initial exposure event 
and yet these i^ople are very disabled. Eighty percent of them can- 
not work full-time any longer and this was 7 or 8 years down the 
road. I am not talking a couple of years down the road, 7 or 8 years 
down the road. That is longer than the Gulf veterans have been. 

Dr. Baumzweiger. There is a second article by Nanda in the In- 
dian Journal of Medicine that says you do not have to have acute 
symptoms but perhaps they are so subtle they are not noticed, but 
you can progress to get chronic S3miptoms which involve not only 
the nervous system but the immune system and the immune sys- 
tem involvement may be what is causing the progression and the 
chronic nature of this illness. 

Dr. Miller. But there are a lot of unknowns around that. 

Dr. Baumzweiger. But there are a lot of un kn owns. 

Dr. Miller. This is not a well studied area that we are focusing 
on right now. 

Dr. Baumzweiger. That is right. This is not agreed on univer- 
sally. 

Mr. Shays. OK. Well, let me just say to you that that is surpris- 
ing to me, that this is not a well studied area. I mean, I cannot 
tefl you how surprising it is. In this day and age, I would think it 
would be. 

Dr. Baumzweiger. No, you are right. It is amazing particularly 
that we produce millions of pounds of this stuff and we in fact in 
this country have 1.2 million pounds of organophosphate Sarin and 
other highly toxic chemicals in unstable conditions that we cannot 
even get rid of and yet we do not know the potential hazards and 
long-term effects of them. Yes. It is very surprising and very dis- 
turbing. 

Mr. Shays. Mr. Tuite, you have been very patient. 

Mr. Tuite. Mr. Chairman, first of all, the agents that we are 
talking about here, the organophosphate compounds that we are 
talking about here, were developed by the Wehrmacht. They have 
been tested in the Nazi death camps and at Fort Detrick. They sire 
not particularly large contributors to the scientific literature on 
this issue, but there were tests of low level agent exposure to U.S. 
forces that occurred from the late 1950’s through the mid-1970’s, 
when Congress outlawed that type of testing. 

And the Department of Defense is quick to point out that nearly 
90 percent of these folks have no serious health problems as a re- 
sult of their exposures. They sire also quick to point out that 79 
percent have good to excellent health. Well, this is a the cup is half 
full, the cup is half empty kind of an analogy because this means 
that more than 10 percent have serious hesilth problems after their 
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exposures and these were young men who were in the military and 
21 percent would describe their health as fair to poor. 

This was in testing that we did at Fort Detrick and at other fa- 
cilities in the United States on nearly 6,000 U.S. soldiers. We ex- 
posed them to these chemicals. And we are looking at an approxi- 
mate percentage of what we are seeing right now in the Gulf war 
veterans getting sick, so that there may be an actual genetic pre- 
disposition or sensitivity to the low level exposures. But, further- 
more, something that Dr. Padilla brought up was that the combina- 
tions of these compoimds can cause synergistic effects, and we 
know that the troops were taking the carbamate inhibitor, carba- 
mate cholinesterase inhibitor, pyridostigmine, as a nerve agent 
pretreatment. 

Mr. Shays. These were the pills they were taking to combat 
chemicals? 

Mr. Tuite. Correct. At the same time they would have been ex- 
posed to these compoimds. And there has been published research 
indicating synergism between organophosphate and these kinds of 
medications. So the issue in its sort of benign sense, there is not 
much study on these kinds of compounds, the ones that are de- 
signed not to kill insects, but to kill people. And the scientific data 
that we have available indicate that there is a problem. 

Furthermore, there has been some occupational studies done of 
people who work in these kind of facilities and there is clinical inci- 
dence of increased illnesses very similar to those that the veterans 
are experiencing. What we do not know is exactly why the people 
who are exposed to these compounds exhibit the symptoms that 
they do in the long term. 

So the cause and effect relationship, the link, is there, but it is 
a clinical link, not an etiological link. We do not know what is caus- 
ing it to happen, we just know that the literature is reporting in 
many cases that it is happening. 

Mr. Shays. I hear you. This is terrible analogy, the best I can 
do to illustrate a point. We have a very long street in Stamford, 
Connecticut, where I live. It is two-lane each way. There are prob- 
ably, from North Stamford to get downtown, there are probably 12 
lights, 13 lights, and you have to stop and sometimes a storm 
comes and they mechanically get out of line and it takes people so 
long to get down because they have to stop at each light. And dur- 
ing the course of this we found that Stamford was not using digital 
equipment, it was still using mechanical equipment, and we found 
out the reason why was the person who designed this system, the 
only thing it could work on was the mechanical systems that go 
back 20, 30, 40 years. 

And I get the feeling that maybe one of the problems is that the 
people in the VA, potentially this is a whole other area that is not 
their shtick. 

Dr. Baumzweiger. That is absolutely right. You are absolutely 
right. They just are not aware of this. And what I was trying to 
explain is that the reason they are not aware of this, it is not their 
fault, and I understand this is complicated, psychiatry and neurol- 
ogy split about 30 years ago, leaving a hole in our knowledge of the 
interaction between mind and body. The immune system is stuck 
in between the mind and the body and is the player in creating 
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these chronic neuroimmune disorders that are secondary to 
organophosphate and other multiple chemical exposures. 

Mr. Shays. Do you think that is a potential problem at the VA? 
That they simply do not have people trained in this area? 

Dr. Miller. I think there is a lack of data in the toxicology lit- 
erature so that you can say that people who have these very low 
exposures to pesticides but other classes of solvents and various 
other chemicals can lead to chronic ill effects. That has not been 
studied very well. There is very little literature on that. 

Mr. Shays. But with all due respect, not being studied well 
means you have doctors who are not focused on it as well. I mean, 
they both go hand in hand. 

Dr. Miller. That is true. But physicians rely upon what is pub- 
lished in the literature already. 

Mr. Shays. Well, I do not want to read too much into this, but 
I just 

Dr. Padilla, do you think that this is part of the challenge that 
we have, that simply we do not have enough people at the V^A 

Dr. Baumzweiger. Absolutely. 

Mr. Shays [continuingL And elsewhere that are focused in on 
this kind of issue and that this is still somewhat of a controversial 
area of medical study? 

Dr. Padilla. I guess in my opinion definitely. I do not know the 
human Uterature as well as I know the experimental animal lit- 
erature for pesticides. But, yes, it is emerging. Most of what I was 
talking about was research done in the last 10 years. 

Mr. Shays. Dr. Stephen Joseph, the Assistant DOD Secretary for 
Health Affairs, who we have referred to, told the subcommittee 
“Chronic symptoms or physical manifestations do not later develop 
among persons exposed to low levels of chemical nerve agent who 
did not first exhibit acute symptoms of toxicity.” Do you believe 
this to be true or not true? 

Dr. Baumzweiger. Not true. 

Dr. Miller. Our research suggests otherwise, but the proof is 
still out. 

Dr. Padilla. One of the things that has disturbed me as I have 
been writing my testimony and answering questions is what is 
meant by low level. 

Mr. Shays. That is fair. You know, I will tell you what 

Dr. Padilla. I have something else I want to say. 

Mr. Shays. Sure. 

Dr. Padilla. Actually, that was not a question to be answered, 
it is just a statement. 

Mr. Shays. OK. But I want an answer to this question. 

Dr. Padilla. I know. 

Mr. Shays. OK. 

Dr. Padilla. In my work with rats, you can poison a rat with a 
pesticide and if you walk in and look at the rat, they look perfectly 
normal and later on, they will have deficits 2 and 3 weeks later. 

One of the questions that I would like to bring up just as my own 
work is these troops were taking pyridostigmine, which is designed 
to dampen the effects of nerve agents, it is my understanding. They 
were t^ng pyridostigmine so that they have a reversible inhibitor 
of acetylcholinesterase at the active site, so that a permanent in- 
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hibitor, the nerve gas, cannot get into the active site and kill the 
acetylcholinesterase and might cause 

Dr. Baumzweiger. Unfortimately, that does not work with Sarin 
and Sarin was the major 

Dr. Padilla. But what I am saying is 

Mr. Shays. But your point 

Dr. Padilla. But what I am saying is if they were taking the 
pyridostigmine that it may dampen the acute effects. That has 
been what we have learned in the laboratory. 

Mr. Shays. So rather than protecting them, it could simply mask 
the fact that they were actually being affected by it. 

Dr. Padilla. Well, it does protect them. It would protect them 
from 

Mr. Shays. To a degree, but it would also mask it for them. They 
would not exhibit certain physical signs. 

Dr. Padilla. Well, I know that we do not use pyridostigmine but 
we use physostigmine in the laboratory for just this purpose, to 
mask the acute effects on the animals. 

Mr. Shays. I think what you are saying is something significant. 
I will put it in my la3nman terms and then you tell me if I am cor- 
rect. \^at I think I hear you saying is in the process — I think it 
is a very significant point. A lot of points have been significant, but 
I think what I hear you collectively saying, you are articulating it 
that in the process of taking these pills, I call them pills, they 
masked the fact that our troops may have actually been exposed. 

Dr. Padilla. Yes. It is my understanding that pyridostigmine, 
the idea is to mask the effects of the nerve agent, but also they 
would produce some of the same effects that the nerve agent would 
produce and so you either have an extremely high baseline or it 
would mask the effect of the nerve agent. I believe. 

Dr. Baumzweiger. Yes. Can I add something here? 

Mr. Shays. Sure. 

Dr. Baumzweiger. The pyridostigmine protects many of the ace- 
tylcholine sites but there is a site called the neurotarget esterase 
site, which is supposed to where the this OPIDN, organophosphate 
induced delayed neurotoxicity, the chronic condition starts, these 
sites are on peripheral and central neurons and on lymphocytes 
and it is not known where if pyridostigmine, physostigmine pro- 
tects that site. In fact, it probably does not, so it just masks. And 
that is when you asked me do there have to be acute symptoms I 
said no because the acute symptoms can be masked by other 
things. 

Mr. Shays. I am going to ask, the minority staff has a question, 
too, and there is no one from the minority to ask the question, I 
would like her to be able to, but first off, in the Internet, there was 
a report on possible effects of organophosphate low level nerve 
agent exposure and this is DOD and at the end of it, they say “We 
therefore conclude that there is no credible evidence for chronic ill- 
nesses caused by exposure to organophosphate nerve agents at con- 
centrations too low to produce signs or symptoms of acute” and so 
on. And it says “While further research on animals might contrib- 
ute some information to the general data base on toxicity, it is un- 
likely in the extreme that such research would enhance our under- 
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standing of Gulf war illnesses.” And this was a document of 9/13/ 
96. 

Could you respond to that? 

Dr. Baumzweiger. Yes. Actually, the DOD has sponsored an ex- 
periment by Prendergast and ButaJfusco that is going on right now 
in Georgia. 

Mr. Shays. Well, I know they are doing that, but I want to know 
if you think that they are right. 

Dr. Baumzweiger. I think they are absolutely wrong and I think 
their own experiment has demonstrated that they are wrong. 

Mr. Shays. WeU, just because they are experimenting does not 
meem that they t hink they are wrong. They may do the experiment 
to prove they are right. 

Dr. Baumzweiger. No, the experiment proved that they were 
wrong. Their own experiment proved that they were wrong about 
that contention. I have talked to Dr. Prendergast and to Dr. 
Butafiisco and they exposed rats to minute amounts of 
organophosphate neurotoxin and even though some did not have 
acute effects, they went on to have the chronic neurological prob- 
lems and they still have them months and months later, which is 
a long time for a rat. 

Mr. Shays. Dr. Miller, could you comment on this? I may not 
have read enough to make you — but I think you get the gist of 
their attitude. 

Dr. Miller. I think it is premature for anyone to say that low 
levels of organophosphates cannot cause chronic health problems. 
I think there is a lot of literature now suggesting that is quite a 
possibility and there are ways to approach that question scientif- 
ically. 

Mr. Shays. Dr. Padilla. 

Dr. Padilla. I agree. 

Mr. Shays. You agree in questioning the statement? 

Dr. Padilla. I agree with Dr. Miller. 

Mr. Shays. T hank you. 

Mr. Tuite. 

Mr. Tuite. I have actually looked at that document quite closely 
and there are all sorts of method flaws in the document itself. First 
of all, they do not say who wrote it, which really kind of bothers 
me, that they are using the Internet and taxpayers’ money as a 
bully pulpit to publish propaganda. 

They talk atraut leamng experts in the field and then they ref- 
erence a study being done by one individual up at Fort Detrick. 

Mr. Shays. I might just say, it says prepared for Health Affairs 
by the Persian Gulf Illnesses Investigation Team. 

Mr. Tuite. That is a lot of individuals. I would like to know who 
prepared it so that we can at least evaluate that individual’s cre- 
dentials to prepare that kind of a document. 

But they open up by saying one of the assumptions that we have 
to do is assume that all the organophosphate nerve agents should 
be looked at as a group since they all produce similar effects emd 
then later on in the same report they go on to discredit one of the 
scientists who has done some research in this area because he con- 
siders all of the particular organophosphate compounds as a single 
group to determine their effect. 
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So, I mean, the method of that report shows that it was thrown 
together very quickly. There was very little scientific review and 
they are citing one expert who is their own expert in terms of the 
leading national experts on this issue, so it causes some concern 
when that is what is being circulated in the veterans community, 
that is what is being given to veterans as information on what may 
be wrong with them, without any kind of review, without any kind 
of methodical soundness in the research itself or in the paper itself. 

Mr. Shays. Thank you. 

Cheryl Phelps has a question or two or three or four, whatever. 

Ms. Phelps. Thank you, Mr. Chairman, for allowing me to ask 
some questions on behalf of the Democratic members. 

Dr. Baumzweiger, was it your testimony in 1993 that it was VA 
policy that Gulf vets were not exposed to neurotoxin? 

Dr. Baumzweiger. That is what their policy was, it was their 
policy, it was a belief. They had been told that by the DOD, they 
believed it and they expected us to believe it. 

Ms. Phelps. So it was the Federal policy, not necessarily the pol- 
icy of that particular 

Dr. Baumzweiger. Correct. Correct. I do not believe it was West 
L.A.’s. It was the dictate that had been handed down to them, that 
we were not to think that way. 

Ms. Phelps. Did you happen to note how it influenced their 
treatment of patients that came in? 

Dr. Baumzweiger. Oh, absolutely. 

Ms. Phelps. Could you just 

Dr. Baumzweiger. It forced them to think of these patients as 
either psychiatric cases or only to look at the musculoskeletal or 
gastrointestinal aspects of this disease when they are not the core 
symptoms. The core symptoms are loss of self, loss of sexuality, loss 
of identity, loss of ability to relate to others, brain stem size due 
to lack 01 acetylcholine. These are the core signs which one looked 
at because they had denied 

Ms. Phelps. But you did also say that you were not inhibited in 
any way in pursuing your research in that area. 

Dr. Baumzweiger. No. They did not dissuade me in any way. 

Ms. Phelps. Dr. Miller, I was going to ask, because I know that 
you are on the special committee right now, has that policy 
changed or can you describe 

Dr. Miller. I do not know of any such policy and I do know from 
my consulting at the Houston Regional Referral Center that I was 
given free rein to look into these questions. I raised the question 
of chemical exposure to nerve agent because there were a number 
of cases where people would report something like a bunker or a 
SCUD exploding and they would say that soon after that they de- 
veloped symptoms, so we raised those issues. But, again, with the 
constant denial that there was any agent in Gulf and with the feel- 
ing that you have to have acute toxic symptoms to have problems, 
no one really pursued it as the leading hypothesis, but it was not 
denied that that was a possibility, it was just very low on the list 
of priorities. 

Dr. Baumzweiger. It was just disavowed, but not denied. 

Ms. Phelps. So in your current capacity on this special commit- 
tee, what has been the evolution of thus type of thinking? 
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Dr. Miller. We have had a number of witnesses on this very 
question, as you have, Jim Tuite, appeared before our committee. 
We have asked DOD witnesses to come and talk to us and show 
us some of the maps and I think this is scheduled for our next com- 
mittee meeting. I think there are members on the committee who 
said, no, it could not possibly be organophosphates because there 
were no acute symptoms and that has been conventional medical 
wisdom. But a number of us have pursued it pretty aggressively 
and we are continuing to explore it just as you are. 

Ms. Phelps. You heard the testimony of the first panel? 

Dr. Miller. Yes, I did. 

Ms. Phelps. Would you describe any of their symptoms as indi- 
cators of organophosphate exposure? 

Dr. Miller. Very mild exposure. For example, the numbness 
around the mouth is something I would be very suspicious of. 

Mr. Shays. I just want to identify, suspicious that it happened, 
suspicious that it was related to chemical exposure? 

Dr. Miller. But you see there is also something called perioral 
numbness that can happen when a person is anxious, so it is not 
clear, that is, it is not a symptom or sign that would be 
pathognomonic for that organophosphate exposure. But you would 
think about it. I would t hink about it. 

The symptoms that I showed you that civilians have had that are 
not acute organophosphate exposure S3miptoms but are flu-like, I 
hear that in many of the veterans. 

I should also say that not all the veterans necessarily became ill 
right at that point. There are veterans who got ill and they at- 
tribute it spe^cally to the pyridostigmine bromide by itself, 
whether it was with a nerve agent or not, I do not know, but there 
were some that got sick back in August before the war ever started 
and that was after taking pyridostigmine bromide. 

There are others who became ill when the Saudi trucks came 
through spraying. We know there were organophosphate pesticides 
used by the Saudi trucks and those are unspecihed. No one knows 
how much or specifically which compounds were used because 
those were contracted. 

And then there were other people who did not get sick until they 
got back to the United States. I think specifically of a couple of vet- 
erans, one of whom took a job as an exterminator emd he became 
ill when he was using organophosphate pesticide. And yet because 
he had served in the Gulf, he thought it was due to his service in 
the Gulf. Maybe that contributed to it. 

But these are very hard things to know. It is hard to know the 
relationship between any particular exposure and symptoms when 
these things do not leave footprints. This is not like dealing with 
lead or DDT where you can measure it in the body years later. 
These things come and they are gone and appear to leave whatever 
damage behind. 

Ms. Phelps. How would you respond. Dr. Miller, to Mr. Tuite’s 
testimony that there were thousands of vets who experienced flu- 
like symptoms and rashes after a particular bombing episode? 

Dr. Miller. I find his analysis very compelling. Again, there is 
always a dose issue. Was the dose sufficient to cause this problem? 
And I t hink we are in a very ill-defined area right now. 



532 


Mr. Shays. Let me just interrupt. That is your point about low 
level, high level, what is low level. 

Dr. Baumzweiger. Could I say something about that? 

Ms. Phelps. Yes, you may. Dr. Baumzweiger. 

Dr. Baumzweiger. The literature is, as has been pointed out, 
very new, but it has been pointed out by Aboudonia that hexane, 
which is a major component of heavy oil will potentiate neurotoxic 
effects of organophosphates and we had these organophosphates 
mixed in with tremendous amounts of petroleum products and hy- 
drocarbons which may have made them not only stick around, but 
which may have made them far more toxic than they might have 
ordinarily been. 

Ms. Phelps. Dr. Padilla, would exposures occur, say, for exam- 
ple, if Mrs. Kapplan handled her husband’s clothing or other be- 
longings, would you see the type of — ^would they exhibit 
organophosphate poisoning? 

Dr. Padilla. That is a very interesting question. I am not aware 
of a lot in the literature about one person’s clothing poisoning an- 
other person’s clothing. 

Ms. Phelps. Or the person who handled that clothing. 

Dr. Padilla. Yes. Or the person who handled it. 

Dr. Miller. There is quite a bit in agricultural workers, about 
them taking their clothes home and other people being exposed to 
their clothes which may have organophosphates on it and through 
skin contact, because it is rapidly absorbed through the skin, they 
can develop poisoning. 

Again, my understanding is that the clothing and equipment that 
have been tested so far have not shown any organophosphates, but 
then again they may degrade after a period of time and it has been 
5 years since the war, so I think there are so many uncertain- 
ties — 

Mr. Shays. I would like to just pursue that and I am really 
happy that you are asking, Ms. Phelps, the questions you are ask- 
ing because we did not get into that issue. 

Is there scientific literature that sustains the concern that cloth- 
ing can transmit these chemical agents and that they can affect 
others? 

Dr. Miller. Primarily via skin contact. 

Mr. Shays. If you touch them, right. Obviously. But with agricul- 
tural workers, other family members that touch them then are af- 
fected by them. 

Dr. Miller. Yes. In clothing that has been saturated with 
organophosphates. 

Mr. Shays. I will come back to that but I just want to — what I 
am beginning to hear which is also something that is new to me 
is that I made an assumption that if you were exposed to a chemi- 
cal agent that there would always be that trace of that chemical 
and that you would always have proof. So you are suggesting that 
you might not have proof later on. 

Dr. Miller. 'That is right. 

Mr. Shays. You have the effect, but not the proof of that agent. 

Dr. Miller. That is correct. Many of these degrade fairly quickly. 
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Mr. Tuite. The question came up as to what constituted low 
level exposure and what kind of exposure levels we are talking 
about 

Mr. Shays. Why do we not get to that in second? I will come 
back to that. 

Do you want to finish your questions? 

Ms. Phelps. Actually, I want to switch gears for a second. 

Dr. Baumzweiger, in your written testimony you said that every 
vet that you examined that you diagnosed with Gulf war syndrome 
exhibited decreased hydration? 

Dr. Baumzweiger. Yes. 

Ms. Phelps. I do not know what that means. What does that 
mean? 

Dr. Baumzweiger. In other words, when you — ^first of all, let me 
say that not every vet who was in the Gulf and has symptoms has 
Gulf war syndrome. I only mean those with the dysautonomia, with 
the unstable heart rate and blood pressure and body temperature. 

If you look at these individuals, what you see as a constant find- 
ing is when you hold the tuning fork by say their finger, they lose 
the feeling of vibration before the average person will. Even though 
they may not be really very symptomatic, they are beginning to 
lose subtle parts of their sense, of their sensory system, and that 
is part of the peripheral neuropathy you see in this OPIDN. 

Ms. Phelps. Got it. And you examined how many vets over the 
course of this research that you have done? 

Dr. Baumzweiger. I have exanained closely 15 veterans, being 
able to do chemical analyses on 10 of them. I have looked more su- 
perficially at about 50 now and through Denise Nichols I have 
heard about the symptoms of several hundred, all of which support 
the contentions that I am making. 

Ms. Phelps. So of the 15 that you examined closely, which is the 
universe of your study 

Dr. Baumzweiger. Right. 

Ms. Phelps [continuing]. They all exhibit this. 

Dr. Baumzweiger. Absolutely all of them. 

Ms. Phelps. So listening to the symptoms and the conditions 
that the first panel described, was there any indicator that they 
might also have that particular 

Dr. Baumzweiger. I am sure if we would check them for vibra- 
tion loss, they would all have a small amount. Now, it would not 
knock yoiu- socks off, but they would all have a tiny amount. 

Ms. Phelps. But it is dete^able. 

Dr. Baumzweiger. It is detectable. 

Ms. Phelps. So should this then be a common factor in diagnos- 
ing Gulf war 

Dr. Baumzweiger. Absolutely. Absolutely. Just like the 
dysautonomia, body temperature, heart rate 

Ms. Phelps. So you are saying all these things, the irregular 
heart rate 

Dr. Baumzweiger. That is right. They are there in all of them. 

Ms. Phelps. These are common factors. 

Dr. Baumzweiger. They are all common. These patients also 
have loss of libido, sex drive, double vision. 

Ms. Phelps. Every one? 
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Dr. Baumzweiger. All of them. 

Ms. Phelps. So if you surveyed everyone who ever complained of 
Gulf war — having some Gulf war related illness, they would exhibit 
these 

Dr. Baumzweiger. No, I think you have to select those who actu- 
ally have the physical symptomatology of the instability in their 
physiology, like the heart rate and the blood pressure instability. 
And there were some people who went to the Gulf and I am sure 
came back with psychiatric problems or other problems and do not 
have this. This seems to be a problem in about 10 to 20 percent 
of the population, as Mr. Tuite has pointed out. 

Ms. Phelps. But all 15 that you 

Dr. Baumzweiger. All of them who really have the core physiol- 
ogy would have these individual problems as well. 

Ms. Phelps. Dr. Miller, would you comment on that? That set of 
questions that I just asked Dr. Baumzweiger. 

Dr. Miller. Yes. The neurological and cognitive testing that has 
been done at the VA by people who are doing that kind of thing, 
when they look at controls, has not demonstrated sort of the same 
things, but I do not know whether they are doing exactly the same 
tests, the neurologists who have looked at these patients. But fre- 
quently common tests, looking for peripheral neuropathy and so on, 
do not reveal abnormalities. Again, we may be looking at some- 
thing much more subtle and the question is how significant is that 
relative to, let us say, a control group. And he feels it is significant, 
I did not see significance bars and P values and so on on his data, 
I do not know if it has been published yet, but obviously any find- 
ing like that that is concrete would be of great interest but I do 
not know of concrete findings of neurological abnormalities that 
have been published yet among the veterans. 

Ms. Phelps. Thank you, Mr. Chairman. 

Mr. Shays. Thank you. 

Mr. Tuite, you had a comment you wanted to make. 

Mr. Tuite. Yes. The issue came up about what constituted low 
level exposures and along those lines, our chemical detectors were 
not designed to provide OSHA quality or EPA quality protection to 
the troops. They were designed for point detections to identify 
chemical agent attacks, but these alarms continued to go off. And 
likewise with the Czech equipment, their field alarms were not de- 
signed to sit there and look at environmental exposures, they were 
designed to look at chemical agent attacks. 

So the issue of low level is a serious one and, in fact, our alarms 
do not go off until 1,000 times what is considered the permissible 
exposure limit in eui 8-hour total weight average up at Aberdeen 
Proving Ground based on the material safety data sheets for a 
worker working there. 

So if we are looking at it from a laboratory perspective, at that 
level, one-thousandth of the amount that would require the folks 
up at Aberdeen to wear a mask, they were being exposed to 1,000 
times more than that, being told to disregard the alarms, that it 
was neurotoxins in the air from the bombings but it was not 
enough to hurt you. But yet they are concerned enough about the 
folks up at Aberdeen and the folks that work in an occupational 
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setting with these compounds that they think that much less than 
that is harmful enough to hurt you. 

Mr. Shays. Well, you figure a point that — one of the things that 
I have wondered in our hearings is does the military have a prac- 
tice for its soldiers that we would not allow for everyday citizens 
of this country in terms of exposure to certain types of chemicals? 

And, in fact, are some of those soldiers under orders to utilize a 
chemical, I am not talking about a chemical to kill, but a chemical 
to do some type of service, and they are actually under order to use 
it and in confined areas, which leads me to this point and I do not 
know what your answer is but we had a constituent who died in 
Connecticut, his job was to use a chemical called Lindane to spray 
soldiers, Iraqi soldiers, who were captured and he did it day in and 
day out and he did it in a confined area and he ultimately died of 
pancreas cancer and his child was bom with some physical chal- 
lenges. And they are convinced that he died of Lindane exposure. 

Now, is there anything that would give credibility to at least a 
concern about that? Is Lindane first a substance that we would in 
the private sector be very careful how it is used? 

Dr. Miller. It is not used in a lot of agricultural applications 
any more. 

Mr. Shays. We do not allow it to be used. 

Dr. Miller. We do not allow it to be used. In terms of its being 
used for delousing patients, getting rid of head lice, it is used in 
this country. There is a lot of concern about its effects. It is a 
chlorinated compovmd, a chlorinated pesticide. 

Dr. Padilla. It is not an organophosphate. 

Dr. Miller. It is not an organophosphate. It is a completely dif- 
ferent class. And I just want to add 

Mr. Shays. But still it is a substance that we are concerned 
about enough to want to regulate its use. 

Dr. Miller. Well, I have seen exactly the symptoms that we are 
talking about here in relationship to organophosphates in an indi- 
vidual who had a similar exposure to the one you described, this 
veteran who was delousing prisoners also and now has many 
chronic health complaints, intolerances, chemical intolerances, and 
so on. But it is not like there is one smoking gun. There are other 
things. 

Mr. Shays. There is not one Gulf war syndrome, there are lots 
of maladies and there are lots of potential causes and the mixtures 
of chemicals and so on and how they relate to each other. I realize 
that. 

But the point is, I mean, picture this, picture a person under or- 
ders to do something that in this country OSHA would come in and 
sue the company, .^d a person under orders cannot say no unless 
he or she is willing to be court martialed. And this is a factor. So 
we are touching on a lot of issues. 

I believe that Dr. Murphy may want to respond at least to one 
or two comments here. 

First off, we appreciate. Dr. Murphy, your willingness to stay 
and listen. I certainly appreciate it. Maybe you just want to make 
a comment for the record. 

And if any of you would like to just make a closing comment, I 
just do not want you to miss your plane, having waited so long. 
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You all have been wonderful and patient with someone who is 
clearly a generalist on this issue. 

Dr. Murphy. 

Dr. Murphy. Thank you for allowing me to make another com- 
ment. I just wanted to clarify one of the points that was brought 
out by Dr. Baumzweiger. There has never been a departmental pol- 
icy against identifying or investigating neurotoxic exposures or 
chemical warfare agents. It may have been said, I am not discount- 
ing the validity of his statement. That may have been a personal 
opinion of one physician at one medical center. 

The VA has always said that we are looking at all exposures and 
including those in the consideration of the health effects on Persian 
Gulf veterans. 

Mr. Shays. Let me just say I believe that would be true, but the 
only question is that there is sometimes a company culture and the 
company culture in some ways is exhibited by the fact that even 
in your testimony you are acknowledging that you were some- 
what — had the DOD pointed out sooner that our troops may have 
been exposed to chemicals we might have started low level studies 
sooner, and so I think your point is well taken. It certainly would 
not and should not be a policy, the question is in some facilities 
was there an attitude, a company cultme, that kind of exhibited 
that comment. 

Dr. Baumzweiger. I have to say that I a^ee with Dr. Murphy. 
I do not think there was an agency wide policy against there being 
Gulf war s3mdrome or an agency wide conviction that 
organophosphates did not matter. I think this is something that 
just crept into parts of the structure of the organization. 

Mr. Shays. And I would say. Dr. Murphy, we have had too much 
testimony from too many veterans that have exhibited the same 
concern, so I am sure that this is changing and changing quickly 
throughout the system. 

Dr. Murphy. Thank you. 

Mr. Shays. Thank you. 

Does anyone have a last word here and then we will get on our 
way. 

Dr. Miller. You mentioned about the culture and one of the 
problems that we have faced, I think, in some of the boards that 
have met on this issue, on some of the review panels for grants, 
are people who feel very strongly in their scientific wisdom that 
these kinds of effects cannot exist and that they are psychogenic 
and, in fact, some of these individuals serve as expert witnesses for 
corporations, for example, against these kinds of things and it 
makes it very hard, then, to entertain proposals or ideas that are 
new. 

Mr. Shays. I have a little more sympathy, I would just say, a lit- 
tle more sympathy for the Department of Veterans Administration 
for the fact that we are in an area where there is not as much 
study and there seems to be medical warfare in some cases in 
terms of what is considered legitimate and what is not. There has 
got to be reasons to explain some of what I consider dysfunctional 
behavior on the part of a lot of different people on this issue. 

Dr. Baumzweiger. I would also like to say that the symptoms of 
this are extremely subtle and one of the reasons I was able to pick 
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them up is that I am both a psychiatrist and a neurologist, which 
most people are not. 

Mr. Shays. I understand. 

Dr. Miller, you have said your last word? 

Dr. Miller. Yes. 

Mr. Shays. And Dr. Padilla, do you have any comment you want 
to make? 

Your testimony has been very helpful and Mr. Tuite as well. It 
has just been a very interesting day. 

You would like to make one comment? It has to be real short. 
Identify yourself again for the record. 

Ms. Nichols. For the record, it is Denise Nichols. And I want to 
point out one thing. In the chemical logs that we have released 
through Paul Sullivan, Georgia Veterans, Brigadier General Neal 
brought up in those NBC logs from CENTCOM about the Belice, 
Italy, there was a combination there back in history. World War II. 
Dr. Jackson has identified that, too. The initial casualty figures 
from Belice, Italy, World War II, I think the ship was bombed and 
it mixed with oil, the initial casualties were not that great but over 
time, there was a great number of casualties and Dr. Jackson has 
researched that information and it combines the idea of a mixture 
of agents and I think we need to look into that. 

Mr. Shays. And I t hink that has been very well established. 

Mr. Tuite, do you have a closing comment? 

Mr. Tuite. The only thing that I would suggest the committee to 
press for is that I have been told by elements both from the De- 
partment of Defense and the Presidential Advisory Committee that 
the CENTCOM still has not released segments of the NBC logs to 
even those bodies investigating this issue and I am certain they 
probably have not provided them to this committee. 

Mr. Shays. We will followup with a letter tomorrow on that 
issue. And you might take a look at the letter and make sure that 
we are writing it the proper way to get the information we need 
to get. 

Mr. Tuite. I have also been told that there are eight missing 
pages now from that log. 

Mr. Shays. Well, we will raise that question as well. 

Let me t hank aU of our witnesses throughout the day who have 
been here and also for those who have stayed to hear this testi- 
mony. 

I would like to end by thanking our court reporter, Rita Hemp- 
hill, and Kelly Gahan, who is a subcommittee intern, and Matthew 
Ebert, our full committee intern, as well as Bob Newman, who is 
on our staff, who has worked very hard on this issue, taking the 
place of a former staff member who spent a lot of time on this, Kay 
Hickey, and also Cheryl Phelps. 

This hearing is adjourned. 

[Whereupon, at 5:30 p.m., the subcommittee was adjourned.] 

[Ad<htional information submitted for the hearing record follows:] 

Prepared Statement of Hon. Bernard Sanders, a Representative in Congress 
From the State of Vermont 

Mr. Chairman, thank you for holding this important hearing on Persian Gulf War 
Sjmdrome and the role that low level exposure to chemical and biological weapons 
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may have played in it. Nevertheless, these hearings on the Gulf War Syndrome 
should not be limited to this aspect of the debacle. 

I have asked you to hold a hearing on the Pentagon’s negligent investigation of 
the U.S. troops’ exposure to chemical weapons during the Gulf War. We must inves- 
tigate why the information about possible U.S. troop exposure to nerve gas and 
chemical weapons, known since 1991, was not made public and was not incorporated 
into the studies about Persian Gulf War syndrome. We must find out who is respon- 
sible for this very serious dereliction of duty, and hold those people accountable. 

The sto^ has unfolded slowly, but it is becoming clearer that the Department of 
Defense — ^DOD — inadequately investigated and released evidence of possible expo- 
sures to the veterans and their health care specialists. This is abominable behavior 
that has significantly contributed to the veterans suffering by xinnecessarily ques- 
tioning their complaints and perhaps even exacerbating their injuries by contnbut- 
ing to delayed or inaccurate diagnoses and treatments. We cannot permit this kind 
of behavior by the country that these very troops risked their lives to protect. We 
need to hold those responsible accountable, minimize the harm done, and prevent 
this calamity from being repeated. 

Since 1991, DOD denied the possibility of Gulf War troop exposure to chemical 
and biological weapons — until June 21st of this year. And DOD still casts doubts 
on claims that these exposures may have contributed to the chronic ssnnptoms they 
are experiencing. Several weeks ago, the chief investigator of Presidential Advisory 
Committee reported that up to 1100 U.S. troops were exposed to the deadly nerve 
gas sarin when they blew up an Iraqi ammunition depot shortly after the Gulf War 
and that the Pentagon’s investigation into this exposure has been “superficial.” He 
recommends that an independent body continue the investigation ratner than the 
Pentagon. 

Given the fact that some 50,000 soldiers who served in the Persian Gulf have 
complained of various ailments associated with that war, it is totally unacceptable 
that for five years the Pentagon denied that they had any evidence that American 
troops were exposed to Iraqi chemical weapons and nerve gas which U.S. troops de- 
stroyed. 

Mr. Chairman, I understand that this subcommittees jurisdiction is limited to the 
Department of Veterans Affairs and does not include DOD, but we could hold a joint 
hearing with another subcommittee to address DOD’s negligent behavior. I com- 
mend your interest in this issue and hope that you are planning to continue looking 
into it, specifically DOD’s irresponsible handling of this matter. 


Prepared Statement of Chris A. Kornkven 

I have been seeking treatment at the Oklahoma City VAMC since early 1992, and 
stopped seeking treatment from the VA Medical system in February 1996. 

Diuing this period the following items have been discovered or reported to the VA. 

I have reported blinding headaches for more than a year with onlv offers of aspi- 
rin. Eventually an MRI was reluctantly performed in which a nasal mass was dis- 
covered. There has been absolutely no treatment to date. 

I have reported memory loss since returning from the Gulf. This has been dis- 
missed as a result of stress with no other attempts at finding the cause or other 
treatment. 

I have reported skin problems since returning. After a sample was taken of the 
many brown spots that have been appearing, I was told “it’s not skin cancer yet” 
and I could “come back as needed”. There has been no further treatment to date. 

I have reported problems breathing and have had instances of Pneumonia and of 
Bronchitis since returning. I have been questioned by VA doctors about whether I 
have ever had surgery on my chest with no explanation. Other than antibiotics for 
the Fheumonia or Bronchitis the only other attempts at treatment have been fi-e- 
quent chest x-rays. 

I have reported intestinal problems to include diarrhea, for more than a year be- 
fore a strange t 3 T)e of bacteria was found. I was given a 2 week course of antibiotics 
in which the symptoms receded somewhat. When the symptoms resumed worse than 
before I report^ this to the VA, for more than another year. During tMs time I also 
reported having rectal bleeding. I was eventually given an appointment in which the 
bleeding was described as hemorrhoids, after no examination. When the doctor 
found no evidence of this in my medical records he continued to dismiss the problem 
until I insisted something be done. ^ the time I left Oklahoma months later a fol- 
low-up still had not been performed. 'This bleeding continues. 

I have reported joint pain for many months and had ^en given a follow-up to 
see a Rheumatologist in 1994. To date I have yet to see a Rheiunatologist, and the 
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joint pain has been dismissed as being Fibro-Myalgia. No treatment other than 
Motrin has been given. 

I have reported my wife and I having a miscarriage in which the fetus had to be 
surgically removed, and my semen burning her. There have been no attempts at 
finding &e cause of either other than mysterious questions asked by some doctor 
from the Houston VAMP. 

Other blood and urine samples have shown glaring abnormalities with no at- 
tempts to discover the problem. I have been told of these abnormahties months after 
the sample was taken. 

1 requested over several months that a urine test for Depleted Uranium be per- 
formed. Ater many excuses and attempts to ignore this 1 finally was successful 
after requesting Congressional help. After waiting the period needM for the results, 
I began inq uiring about them from the Chief of Stan. 3 months went by during 
whidi I was told they had called the Baltimore facilitv performing the test, left mes- 
sages, but Baltimore would not return their phone calls. 1 called the Baltimore facil- 
ity, spoke with the Doctor overseeing the testing, and had him fax the results. Dur- 
ing tne conversation I was told I “had a hi^er DU count then those carrying 
around fi-agments in them”. I was also told it was nothing for me to worry about 
and that I probably got it from the drinking water where I five. I believe the Envi- 
romnental ifrotection Agency would be interested in hearing that one. 

I understand DU contamination may cause kidney problems. I have been ques- 
tioning for many months as to whether this may be the cause of urine abnormahties 
but they have been unanswered. I also question if this may cause liver problems, 
and the only response I have ever received is a question of whether I have ever had 
an Ultra-Sound of my stomach since it has been painful to the touch since I have 
returned. 

I have reported chest pains since returning and instances of my heart racing as 
high as 160 beats per min ute with no activity. After going through tests with results 
varying firom ^o problem” to not being able to start a test due to abnormalities 
shown, I was given an appointment wiQi a Cardiologist. After the initial examina- 
tion in which problems were discovered I was given a follow-up. Unfortunately this 
follow-up was scheduled for a year after the initial visit. Several attempts to correct 
this were ignored until once again I requested the help of my Conmessman. When 
the ^poinfrnent was held, after a couple failed attempts, I was told the heart prob- 
lem I was having was due to an abnormal heart valve. After many physicals and 
no heart problems prior to the Gulf I was si^rised to hear this. I was also told 
this type of problem was heredifruy, nicely avoiung the VA’s rating gmdelines. 

Many types of treatment at this fhcilify consisted of providing a quick prescription 
for whatever the reported problem may be. The number of prescriptions that I had 
been given totaled 27 at one point. I began wondering the interaction of all of these 
medications and requested over several months, through the Chief of Staff, an ap- 
pointment with a Pharmacist. I eventually had this appointment from my own doing 
without any attempts by the Chief of Staff. During this appointment I was told 2 
of the medications I was gpven interacted causing heart arrhythmias and “some peo- 
ple have died from it”. 

To date my insurance has been billed more than $35,000.00 for those appoint- 
ments rangin g from a few min utes to half an hour. Most were with medical stu- 
dents. I have little wonder why claims are denied once a veteran reports having 
medical insurance. 

Due to problems in obtaining treatment I have contacted the Persian Gulf Veter- 
an’s doctor, the Patient Advocate, the Assistant Chief of Staff, the Chief of Ambula- 
tory Care, the Chief of Staff, the Congressional Liaison and finally the Director, all 
of the Oklahoma City VAMC. Since problems continued in obtaining treatment or 
appointments I have contacted 6 difterent members of Congress to include 3 Con- 
gressional Committees. The problems continue. 

1 then contacted the VA Inspector General’s office which opened an investigation. 
This resulted in the Injector Generals office requesting a response from the Direc- 
tor of the Oklahoma City VA. The Director provided excuses for each of the prob- 
lems I had identified. After 2 months of waiting for results I called the Inspector 
Generals office and was told they were satisfied with the Director’s response, and 
refused to investigate further. 

Due to the publicly shown support of Gulf War Veterans by First Lady Hillary 
CUnton, and the con^ued gro^ n^ligence with no resolution, I contacted the First 
Ladys office with some of the issues I had raised. The result was her office referring 
the problem back to the same VA staffer’s that had been the cause of all the prob- 
lems in the first place. ^ much for continued support. 

I have thought of filin g an SF-95 claim for damages with the VA, but have given 
up, secure in me knowledge that it would end up in months of red tape. 
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I can no longer jeopardize my health by seeking treatment through the VA medi- 
cal system, and so have given up any mrther attempts at seeking treatment for 
these problems. 

o 



